
Roxanne Rosemire, LCSW


(619) 886-3766


INTAKE INFORMATION

Name:  ____________________________________   Phone: ________________

Street Address: ______________________________________________________

(City)



 (State)


(Zip)


    

Mailing Address (if different): _______________________________________________

(City)



 (State)


(Zip)

Age: ___________   Birth Date: _____________   Marital Status: __________________

Do you have children? _____________ Ages? __________________________________

Do you have medical problems? _____________________________________________

PRESENTING PROBLEM:  Why are you seeking help?  Why now?
________________________________________________________________________

________________________________________________________________________
________________________________________________________________________
________________________________________________________________________

REFERRAL SOURCE: __________________________________________________

PREVIOUS COUNSELING: 
Where? _______________________When? _____________ With Whom?___________

Have you been hospitalized for mental illness? ___________  If yes, please explain:

________________________________________________________________________

EDUCATION LEVEL:  __________________________________________________

EMPLOYMENT INFORMATION:

Occupation: ____________________________  Employer: _______________________

Are you satisfied with your current work? _____________________________________

Other employment information: _____________________________________________

SYMPTOMS:  Please rate any of the following symptoms in terms of how much distressed is caused currently on a scale from 1 to 3:  1 = a little distressed, 2 = somewhat distressed, 3 = very distressed.

___ Always tired

___ Eating problems

___ Job Problems

___ Excessive sleep

___ Financial problems
___ Insomnia

___ Suicidal thoughts

___ Suicidal Behavior 
___ Anger Problems

___ Alcoholism 

___ Drug use


___ Sexual concerns

___ No appetite

___ Unable to have fun
___ Anxiety or worry

___ Depressed


___ Unable to relax

___ Excessive guilt

___ Unable to express emotions



___ Never get angry

___ Other (please describe): 

FAMILY HISTORY:  Please check any of the following that apply for your family.

	
	Schizophrenia
	Bipolar d/o
	Addictions
	Depression
	Suicide

	Mother
	
	
	
	
	

	Father
	
	
	
	
	

	Siblings
	
	
	
	
	

	Grandparents
	
	
	
	
	


Other information about family: _____________________________________________
_______________________________________________________________________
_______________________________________________________________________

RELEASE OF INFORMATION FOR BENEFITS

ASSIGNMENT AND RELEASE

I, the undersigned, have insurance coverage with ________________________________








Name of Insurance Company

and assign directly to Roxanne Rosemire all medical benefits, if any, otherwise payable to me for services rendered.  I understand that I am financially responsible for all charges whether or not paid by insurance.  I hereby authorize Roxanne Rosemire to release all information necessary to secure the payment of benefits.  I authorize the use of this signature on all my insurance submissions.

Signature: __________________________________________      Date: _____________

MEDICARE AUTHORIZATION

I request that payment of authorized Medicare benefits be made either to me or on my behalf to Roxanne Rosemire for any services furnished me by that provider.  I authorize any holder of medical information about me to release to the Health Care Financing Administration and its agents any information needed to determine these benefits or the benefits payable for related services.  I understand my signature requests that payment be made and authorizes release of medical information necessary to pay the claim.  If “other health insurance” is indicated in item 9 of the HCFA-1500 form, or elsewhere on other approved claim forms or electronically submitted claims, my signature authorizes releasing of the information to the insurer or agency shown.  In Medicare assigned cases, the provider agrees to accept the charge determination of the Medicare carrier as the full charge, and the patient is responsible only for the deductible, coinsurance, and non-covered services.  Coinsurance and the deductible are based upon the charge determination of the Medicare carrier.

Signature: ________________________________________     Date: _______________

