Chase Counseling, LLC

Heather Chase, LCSW-C

1110 Benfield Blvd, Suite H, Millersville, MD 21108

Biographical Information – Intake Form
Please fill out this biographical background form as completely as possible. It will help me in our work together. Information is confidential as outlined in the Office Policy form and the HIPAA Notice of Privacy Practices. If you do not desire to answer any question, merely leave that question blank. Please print or write clearly and bring it with you to the first session.

LEGAL NAME: _________________________ 
PREFERRED NAME: _________________________
GENDER IDENTITY: (Male, Female, FTM, MTF, Questioning, Gender Fluid, Non-Binary, Other) _______________

PREFERRED PRONOUN:  (He, She, They, Ze, Questioning, Other) _______________ 
SEXUAL ORIENTATION:  _______________
DATE OF BIRTH and PLACE OF BIRTH:  _________________________ AGE: _________

ADDRESS:   _________________________________________________________________

TELEPHONES: H: ______ Cell: _________ Work/Off: ________ Fax: ___________________

FOR ROUTINE MESSAGES: Phone #______________ Email: ________________________

FOR CONFIDENTIAL/PRIVATE MESSAGES: Phone #______ Email: ______ Text: _______

HIGHEST GRADE/DEGREE: ___________ 

PERSON & PHONE NO. TO CONTACT IN EMERGENCY: ___________________________

REFERRAL SOURCE: __________________________________________________________

OCCUPATION (former, if retired): ________________________________________________

CURRENT: Marital status: ____ Live with someone: ____ Name: ______________Years: ____
MEDICAL DOCTOR (S) (name/phone): ____________________________________________ ____________________________________________________________________________________________________________________________________________________________

PAST/PRESENT MEDICAL CARE (major medical problems, surgeries, accidents, falls, illness, etc.):

____________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________

SPECIFY MEDICATION you are presently taking and for what. PRINT clearly: ______________________________________________________________________________

______________________________________________________________________________

PAST/PRESENT DRUG/ALCOHOL USE/ABUSE (AA, NA, treatments): 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________
FAMILY MEDICAL HISTORY (Describe any illness that runs in the family: e.g., cancer, epilepsy, etc):

______________________________________________________________________________

______________________________________________________________________________

COMMUNITY, CULTURE & SPIRITUALITY: (please describe some of your community, culture and/or religious or spiritual beliefs)
______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

PAST/PRESENT PSYCHOTHERAPY (specify: month year(s) (beginning—end), estimated no. of sessions, name, degree, phone & address, initial reason for therapy, Individual/Couple/Family, medication, brief description of the relationship and how helpful it was, and how/why it ended):

______________________________________________________________________________

______________________________________________________________________________

____________________________________________________________________________ USE OTHER SIDE OF PAGE TO ADD MORE INFORMATION ABOUT PSYCHOTHERAPISTS, IF NEEDED.
ESTIMATE HOW MANY HOURS/DAY YOU SPEND ONLINE (Facebook, YouTube, internet gaming, texting, browsing, etc.):

Facebook: ______ YouTube: ______ Gaming: ______ Texting: ______ Browsing: ______ 

Work/School: ______ Other: ______  

DO YOU FEEL YOUR TECHNOLOGY USE IS BALANCED AND HEALTHY OR COULD IT USE IMPROVEMENT? Please explain:
____________________________________________________________________________________________________________________________________________________________
ANY CHALLENGES WITH CONTROLLING OTHER BEHAVIORS (shopping, gambling, sex, other)? (if you answer Yes, please explain briefly):

____________________________________________________________________________________________________________________________________________________________

FAMILY HISTORY OF ALCOHOLISM, MENTAL ILLNESS, OR VIOLENCE (including suicide, depression, hospitalizations in mental institutions, abuse, etc.): 

____________________________________________________________________________________________________________________________________________________________

ARE YOU INVOLVED IN ANY CURRENT OR PENDING CIVIL OR CRIMINAL LITIGATION/S, LAWSUIT/S OR DIVORCE OR CUSTODY DISPUTE/S? (if you answer Yes, please explain): 

____________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________

Please add, on the other side of the page or on a separate page, any other information you would like me to know about you and your situation.

