Muriel S. McClellan, Ph.D.

____________________________________________________________________________________________________________

Psychologist

2111 E. Highland, Suite 125

Phoenix, Arizona 85016                                                    

602-956-6009
Client Information and Consent to Treat

Your cooperation in completing this will be helpful in planning our services for you.
Client’s Name:___________________________________
Today's Date:
__________________

Birth Date:_____________________________
Marital Status:__________________________________

Education:____________________________
SS#:__________________________________________

Occupation:___________________________
Employer:______________________________________
Family Members (Children and significant others, as appropriate):

Name:__________________________________
Age:_______
Birth Date:___________________

Name:__________________________________
Age:_______
Birth Date:___________________

Name:__________________________________
Age:_______
Birth Date:___________________

Name:__________________________________
Age:_______
Birth Date:___________________

Describe Your Reason for Seeking Help:_______________________________________________

______________________________________________________________________________

______________________________________________________________________________

Who Suggested You Contact Us?________________________________________________

Privacy Preferences
1. May we send billing information and other correspondence by mail to you?

Yes (   )            No (   )        If yes, what address may we use?

Address:________________________________________________________________________

City:_____________________________ State:______________ Zip Code: __________________

2. May we call you about appointments or to communicate with you on the phone about your care? 

Yes (   )            No (   )        If so, what numbers can we use?

Home ______-______________ Office ______-______________ Cell ______-_______________

3. May we leave messages at the same number(s) for you about appointments or asking that you call the office? 

Yes (   )            No (   )        
4. Do you want Dr. McClellan to consult, contact or disclose information about you to a specific person?  For example, primary care physicians, attorneys or particular family members.

Yes (   )         No (   )      If yes, please request a release form that must be completed before we can contact them.  
   You will be charged for any consultation on your behalf.

Background

1. List any current medical problems.

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

2. List any medications that you are currently taking:
___________________________________


__________________________________
___________________________________


__________________________________
3. How often do you have a drink containing alcohol?   

Never (   )  Less than 4 times a month (   )  Two to four times a week (   )  Five or more times a week (   )

If yes, how many drinks containing alcohol do you have on a typical day when you drink?  __________

Have you ever felt you ought to cut down on your drinking?      No (   )     Yes (   )

4. Has anyone been concerned about your alcohol or substance abuse use in the past year?

Yes (   )            No (   )
5. Do you fell safe in your home environment?

Yes (   )            No (   )        
6. Have you recently had any thoughts of hurting yourself or others?

Yes (   )            No (   )        
Goals for the Therapy

1. If this therapy is successful, what do you hope you would accomplish?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

2. What are your personal strengths that you bring with you to the therapy process?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

3. What resources and relationships are available to you to support this process?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Areas of Focus (check as many that apply)
___ self 

___ relationships

___ family

___ work

___ social life

___ education

___ health
___ divorce
___ other    Please list __________________________________________________________________

Consent

I acknowledge that I was provided with information about Dr. McClellan’s her practice and appointments.  This included information about her approach to therapy, privacy information, confidentiality, release of information, fees, payment and insurance information. 
I hereby consent to treatment with her.

Signature:  __________________________________________________      Date: _________________
