Partners In Mindful Living, Inc.
4513 Lincoln Avenue (Rt. 53),  Suite 213, Lisle, IL 60532

(630)220-9223
PartnersInMindfulLiving.com
PERSONAL INFORMATION AND SIGNED AGREEMENT
Please complete and bring to your first session.
Today’s Date _____________________________

Name__________________________________________________________________________
Gender_________________ Age__________ Birth Date ______________ SS# ______________
Address________________________________________________________________________
City_______________________________State___________________ Zip__________________
Email__________________________________________________________________________
Home Phone_________________________Cell______________________Work____________________
Occupation/Employer_____________________________________________________________
Marital status_______________________Name of spouse/partner_________________________
How long have you been together? ______________

Names and ages of children:

Who else lives in your home?

Emergency Contact______________________________Phone #__________________________
Insurance Company___________________________ I.D.#_______________Group #_________
Policy Holder_______________________________ Birth Date____________SS#_____________
Policy Holder Employer______________________________________
Prior medical and psychological records may be requested as part of the counseling process.  Please make sure that information below is up to date.

Primary Care Physician_______________________________________

Name of the Practice:________________________________ Phone #_____________________
Please list any other physicians you are seeing:

Please list any medications you are currently taking:

Have you ever been hospitalized for a physical illness?  If yes, when and why:

Have you ever been hospitalized or in a treatment facility for a psychiatric or substance abuse issue?  If yes, when and why:

Any previous therapy/counseling?  If yes, when and why:

Name of the therapist(s) and number of sessions:

Your treatment is voluntary and confidential.  No one outside of our sessions will have access to this information without verbal and/or written permission.  Confidentiality will be compromised in cases of child abuse or threat to self or others in accordance with statutory laws, regulations and current case law.

Please attest:  The above information is true to the best of my knowledge.  I authorize insurance benefits be paid directly to Robyn Norman, MA, LCPC, CADC.  I understand that I am financially responsible for any balance.  I also authorize Robyn Norman, MA, LCPC, CADC or insurance company to release any information required to process my claims.
Patient/Guardian Signature





Date

_______________________________________________________________________________
