Kimberly H. Brenner MSSW, LCSW, BCD
5758 N. Mesa, El Paso, TX 79912
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	Welcome to my practice. Please answer the following questions as completely as possible.

PEASE PRINT or WRITE LEGIBLY.

	Client’s

Name
	Ms.

Mrs.

Mr.          

                                     Last                                               First                                                      Middle
	Marital Status

Single ____

	Client’s

Address
	Street
Social Security 


	Married ____

	Client’s

Address
	City                                                                             State                                   Zip


	Widowed ___



	Phone


	Home                                                       Work                                                Cell                      


	Separated ___

	Birth Info
	Age:             Birth date                                  Birth Place                               E-MAIL


	Divorced ___

	Living with:
	
	

	Education
	School                                                 Teacher/Counselor                                    Grade/ Degree                                              


	

	Religion
	Born into                                                                                Current Practicing 



	Spouse
	Name                                                           Age                    Occupation                                                            Years 

                                                                                                                                                                          Married

	Spouse
	Name                                                           Age                    Occupation                                                            Years 

                                                                                                                                                                          Married

	Children
	M/F    Name                                Age 


	M/F    Name                                   Age
	M/F    Name                                   Age

	Children
	M/F    Name                                Age


	M/F    Name                                   Age
	M/F    Name                                   Age

	Father’s Name                                                                            Age                  Occupation                                                          Living?  Yes        No



	Mother’s Name                                                                          Age                  Occupation                                                          Living?  Yes        No



	Brothers & Sisters (including yourself) 

in birth order:
	Name                                                  Age
	Name                                            Age

	Name                                                      Age
	Name                                                  Age
	Name                                             Age



	Do you have a history of:
	Describe 
	On a scale of 1-10 how much of a problem is it for you 

	Alcoholism?                            Yes        No
	
	

	Drug Use?                                Yes        No
	
	

	Mental Illness?                        Yes        No
	
	

	Prolonged Physical Illness?   Yes        No
	
	

	In your family was there a history of:
	Name the family member
	On a scale of 1-10 how did this affect you?

	Alcoholism?                        Yes        No
	
	

	Drug Use?                           Yes        No
	
	

	Mental Illness?                    Yes        No
	
	

	Prolonged Physical Illness? Yes        No
	
	

	Medications Current
	

	Medical Conditions &/or Problems
	

	Previous psychiatric 

care/counseling 
	Facility Name(s)                                                  Psychiatrist(s)                                             Therapist(s) 



	If a diagnosis was made what was it?
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	How will we know when you have reached your therapeutic goals?

	

	

	

	

	

	MAKE A CHECK MARK BY THOSE AREAS OF CONCERN 


(  Alcohol


( Addictions 


(  Anxiety



(  Behavioral Problems (yours or a family member)


(  Depression

( Drugs



(  Marital Problems

(  Mental Health Problems 
(  School Issues

(  Sex


(  Other  ________________________________________________________________________________



I, _________________________________________________ , understand and agree to pay KIMBERLY BRENNER, LCSW the amount of $100.00 at the conclusion of each 50-minute consultation. I understand that I am responsible for this amount if I do not cancel my appointment 24-hours in advance. I agree that payment for services will be paid at the conclusion of the consultation unless arrangements have been made to bill my insurance carrier. If my insurance covers this service I hereby authorize the clinician to furnish information to my insurance carrier concerning my treatment for reimbursement. I understand that I am responsible for the fee for this service in the case that my insurance does not cover this fee. Any monies received by the clinician from my insurance carrier over and above my indebtedness will be refunded to me.

Client’s Signature: ________________________________________________________________________ Date: ________________________

Spouse’s Signature: _______________________________________________________________________ Date: ________________________

Parent/Guardian Signature: _________________________________________________________________ Date: ________________________

Clinician’s Signature: _____________________________________________________________________ Date: ________________________

I will be happy to discuss my fees, scheduling, length of treatment, or any other questions

PLEASE DO NOT HESITATE TO ASK

