Hollander Counseling & Consulting

Name___________________________________________________________________

Sex_________________  Age___________  Date of Birth________________________

SS#_________________________ Employer__________________________________

Home Address____________________________________________________________





Street


City


State

Zip

Home Telephone_________________Work (optional)___________Cell_____________

Marital Status___________

Name of Spouse/Partner__________________________________________________

Emergency Contact Person and Phone Number_________________________________

Name and ages of the people living in your home

________________________________________________________________________

________________________________________________________________________

Insurance Information

Cardholder Name____________________________Relationship to Insured___________

Insured’s Employer___________________________ Insured’s Date of Birth__________

Credit Card Information

A copy of your credit card to be kept on file.

Although Hollander Counseling & Consulting will file my insurance, I understand that I am responsible for my bill. In the event the insurance company does not cover my visits, I agree to pay any amount owed to Hollander Counseling & Consulting . I will be invoiced and if I have not responded, I understand my credit card will be charged for the outstanding balance. _____________________________________Signature

I understand Hollander Counseling & Consulting requests a 24-hour notice be given to cancel an appointment. (Unexpected illnesses and emergency situations will be taken into consideration.) I agree to pay the full $95 fee if I fail to give notice or miss the appointment. Hollander Counseling & Consulting will bill my credit card automatically unless I indicate I would prefer to pay for the missed appointment by check or cash. I also understand there is a $10 fee for any checks returned NSF and agree to pay this fee.

___________________________________ Signature

Medical Information

1.  Who is your primary physician?___________________________________________

2.  Who is your psychiatrist?_________________________________________________

3.  Do you have any medical problems?  Yes          No

4.  If yes, please list:_______________________________________________________

_______________________________________________________________________

5. What medications are you taking?__________________________________________

Additional Information

1.  Have you sought counseling in the past?  Yes           No     

2.  If yes, who did you see?______________________________________________

3.  Who referred you to Hollander Counseling & Consulting?______________________

Briefly describe the concern you are experiencing________________________________

________________________________________________________________________

________________________________________________________________________

Have you experienced difficulty with the following in the last 30 days?

Decreased Appetite 



Alcohol Use

Yes
No




Yes
No

Increased Appetite 



Drug Use




Yes
No




Yes
No

Difficulty Falling Asleep 


Difficulty Staying Asleep




Yes
No




Yes
No

Excessive Sleep



Insomnia





Yes
No




Yes
No

Increased Sex Drive



Decreased Sex Drive

Yes
No




Yes
No

Anxiety 




Depression

Yes
No




Yes
No

Relationship Issues



Physical Abuse

Yes
No




Yes
No

Sexual Abuse




Verbal Abuse

Yes
No




Yes
No

Stress





Anger

Yes
No




Yes
No

Irritability 




Work-related Concerns

Yes      No




Yes      No

Difficulty Concentrating


Memory Loss

Yes      No




Yes      No

