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Heart-Centered Healing Arts
MARIANNE E. MARLOW, MA LMHC

Couples, Family, and Individual Counselor

14535 Bel-Red Road Suite 202
Bellevue, WA 98007

425.444.5558

Client Information

	Client name:                                                               
	 SS #:                             



	Spouse/Partner name:                              

                            

	Home phone: 


	Work phone: 

	Cell phone:
	Date of Birth:



	 Address:


	Email:



	Name of primary care physician: 


	Referred by:


	Employer: 
	Position: 




Check One:

· Self pay: I will pay your fee without insurance at the time service is provided.
· Insurance:  I accept that submission of insurance is a courtesy and realize I am responsible for any and all outstanding balances.
	Insurance Company:


	Insured’s ID number:
	Insured’s Date of Birth:
	Policy Group:

	Insured’s Name:


	Relation to Insured:


	Insured’s Address:
	Insured’s Phone:


Backup Payment: (Required) Marianne Marlow, MA LMHC, uses a highly secure credit card payment system. We can accept MasterCard & Visa.

By signing the line below, you authorize us to have your credit card information securely stored by Marianne Marlow, MA LMHC, until your file is closed. You also authorize Marianne Marlow, MA LMHC, to charge your credit card for any outstanding bills. Charges are typically made for such items as copayments, no show/late cancellation fees, and deductible payments.

_____________________________ ______________________________

Signature 



Date

1) Name as it appears on your credit card.
__________________________ __________________________

First



 Last

2) Card Type (please circle): 
Visa 
MasterCard

Card Number:________________________________________

Expiration Date: _________________

Card Verification Code: ___________

The verification number is a 3-digit number printed on the back right of your card
Family Information
	Names of People living with you (First):
	Names of People living with you (Last):
	M/F:
	Date of Birth:
	Relationship to you:

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Types of Therapy

The type of therapy that I do is varied according to your particular needs as a client.  At our first session, we normally evaluate together what type of therapy is appropriate, what issues to target, and how many sessions you may need.

	Please check EACH type of therapy you believe may be appropriate:

□ Couples counseling
	□ Individual counseling

	□ Release therapy (to release blocked emotions)
	□ Child sexual abuse treatment

	□ Teen counseling
	□ Family therapy

	□ Hypnotherapy for weight release
	□ Hypnotherapy for smoking cessation

	□ Hypnotherapy for stress release
	□ Hypnotherapy for                                  

	□ Career/executive coaching
	□ Other                                                     


Areas of Treatment

Please check the areas or symptoms for which you are seeking treatment:

	□ Anxiety
	□ Phobias
	□ Compulsive behavior

	□ Depression
	□ Panic attacks
	□ Alcohol/drug addiction

	□ Smoking
	□ Sexual addiction
	□ Sexual dysfunction

	□ Incest recovery
	□ Sexual abuse recovery
	□ Stress-related symptoms

	□ Co-dependency
	□ Unhealthy relationships
	□ Low self-esteem

	□ Work/career issues
	□ Other                                                                             


Additional information

Please provide any other information you think might be helpful to me in developing a treatment plan for you.                                                                                                      
                                                                                                                                           

                                                                                                                                           

	Please indicate if you have any issues with any of the following:

□ Sleeping
	□ Depression
	□ Work

	□ Headaches
	□ Loneliness
	□ Family/relationships

	□ Stomach problems
	□ Hepatitis
	□ Seizures

	□ Cancer
	□ Eating problems
	□ AIDS/HIV

	□ Allergies (list)                                                                                                             


Please indicate if you have current experience or past history with the following 
(when and how often):

	
	How long ago
	Times 
per day
	Times 
per week
	Times
 per month

	□ Tobacco
	
	
	
	

	□ Alcohol
	
	
	
	

	□ Caffeine
	
	
	
	

	□ Marijuana
	
	
	
	

	□ Cocaine
	
	
	
	

	□ Other drugs:                                   
                                                       
	
	
	
	

	□ Other meds:                                   
                                                       
	
	
	
	

	□ Non-pres. meds:                            
                                                       
	
	
	
	

	□ Exercise
	
	
	
	


Client signature:                                                                   Date:                                  
Parent signature:                                                                   Date:                                  
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