McCarthy Counseling Associates, PA

Face Sheet






Confidential
Date:__________________________


Acct. #:___________________________
Patient Name:____________________________________    

 SSN:______-_____-_____

   Last

First
        M.I.
Address:_____________________________________________________________________________
City:_________________________________  State:____________________ Zip:_________________
Phone: Home:(____)_______-________  Work:(____)_______-_______  Cell:(____)_______-_______
Gender: [ ] Male   [ ] Female
    Date of Birth:______-_______-________  
 Age:_______
Marital Status: 
[  ] Married

[  ] Single

[  ] Divorced


[  ] Separated
[  ] Widowed
[  ] N|A ( Or child)
Employment Status:
[  ] Employed
[  ] Student                    [  ] Disabled


[  ] Employed/student
[  ] Unemployed
      [  ] Retired 

Employer: ___________________________________________________________________________

Insurance Company:___________________________________________________________________
Insurance Company (Secondary):_________________________________________________________
Referral Source:_______________________________________________________________________
Referral Type:
[  ] Self

[  ] Family
[  ] Spouse

[  ] Friend


[  ] Clergy

[  ] EAP
[  ] Work

[  ] Court


[  ] School

[  ] Other ___________________________________
Primary Care Physician:
______________________________
Phone:__________________
Residence Situation:
[  ] Private Household
[  ] Group Home


[  ] Nursing Home
[  ] Other Residential Facility


[  ] Homeless Shelter
[  ] Jail or Correctional Setting

Educational Level (Highest Grade Completed): _______

[  ] Lless than high school

[  ] Some college

[  ] Some high school


[  ] College graduate

[  ] High school graduate


[  ] Post-graduate work
Military Service:
[  ] Yes    [  ] No

If Yes, Status:
[  ] Honorable Discharge  [  ] Medical Discharge [  ] Dishonorable Discharge
Religion (Optional):
[  ] Catholic

[  ] Protestant


[  ] Jewish

[  ] Moslem


[  ] Hindu

[  ] Other

Race  (Optional):
[  ] White

[  ] African-American


[  ] Hispanic

[  ] Native American


[  ] Asian-American
[  ] Other:
Handedness:  
[  ] Right       

[  ] Left

In Case of Emergency, Contact:
Name:________________________________
Relationship:_________________________
Phone:________________________________

If patient is minor:

[  ] Mother 

[  ] Father

[  ] Legal Guardian
Name:
_____________________________
________________________________
Address:
_____________________________
________________________________

_____________________________
________________________________

_____________________________
________________________________
(H) Phone:  _____________________________
________________________________
(W) Phone: _____________________________
________________________________
Please list the three major reasons you are seeking Clinical Counseling at this point in time:

1. _________________________________________________________________________

2. _________________________________________________________________________

3. _________________________________________________________________________

I will be paying by:     [  ] Cash                    [  ] Check                       [  ] Credit Card

I understand and agree that, regardless of my insurance status, I am, ultimately, personally responsible for the balance of my account for all professional services rendered. I certify this information is true and correct to the best of my knowledge. 

I will immediately notify McCarthy Counseling Associates, PA of any changes in my health status or the above information. 

Signature: ________________________________                 Date:___________________
Additional Information:
Updated: 11/08/2009
