Sylvie Abramson, LCSW, DCSW
Initial Contact Information

NAME (Print) ____________________________________D.O.B._____________________

ADDRESS_________________________________________________________________
CITY______________________STATE_____________   ZIP CODE __________________
HOME PHONE____________________CELL PHONE_____________________________

SOCIAL SECURITY NUMBER _______________________ EMAIL__________________
HIGHEST EDUCATIONAL LEVEL COMPLETED _______________________________

OCCUPATION _____________________________________________________________
If patient is a child, NAME OF SCHOOL_________________________GRADE_________
MARITAL STATUS:  ( SINGLE             ( MARRIED         ( SEPARATED                    

 ( DIVORCED      ( WIDOWED        ( REMARRIED   ( OTHER
OTHERS PRESENT IN HOUSEHOLD
NAME

AGE

RELATIONSHIP
     OCCUPATION/SCHOOL/GRADE

____________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________
EMERGENCY CONTACT: ______________________________PHONE:_________________

REASONS FOR SEEKING COUNSELING: ________________________________________

REFERRED BY: _______________________________________________________________

PRIOR TREATMENT HISTORY
HAVE YOU EVER SEEN A PSYCHOLOGIST BEFORE?        __ YES            __ NO
IF SO, WHEN? ___________________WITH WHOM? ________________________________
APPROXIMATELY HOW LONG WERE YOU IN COUNSELING? _____________________

LIST ANY MAJOR MEDICAL PROBLEMS: _______________________________________

_____________________________________________________________________________

PAST HOSPITALIZATIONS (MEDICAL, PSYCHIATRIC):

DATE




REASONS
____________


_______________________________________________

____________


_______________________________________________

ARE YOU TAKING ANY PSYCHIATRIC MEDICATION NOW? __ YES          __ NO

PLEASE LIST: ________________________________________________________________

____________________________________________________________________________________________________________________________________________________________
SIGNATURE_________________________________    DATE  _________________________

