Rebecca Barrett, MSW, LSWAIC
20412 Cascade Ridge Drive Mount Vernon, WA 98274
Website: rebeccabarrett.weebly.com
Phone/fax: (360) 301-8033    Email: rebeccabarrettcounseling@gmail.com


Adult Patient Information
 
Full Name: _____________________________ 	Today’s Date: ________________________ 
 
Permanent Mailing Address: ______________________________________________________
             Street					City		State	Zip  
 
Telephone: Home__________________________	OK to leave message?	  Yes, or No 

Work / Cell _______________________________	OK to leave message?   Yes, or No

Email address: ________________________________________________________________ 

Date of Birth:  _________________ Age ____________________________
 
Marital Status:  	Single   	 Married	Separated 	Divorced	Other 
 
Highest Level of completed education: _____________________________________________ 

Occupation: _______________________ Place of Employment: _________________________ 

How were you referred to me?  ____________________________________________________ 
 
Medical Insurance Information

Insurance Company/Plan: ________________________________________________________

Plan ID# and/or Group#: ____________________________ Group#: _____________________

Responsible party: ____________________________Responsible party DOB: _____________

Medical Information:
 
Name of your primary care physician:  _____________________________________________ 

Physician’s address/phone:  ____________________________________	(____) ___________ 
				Street           	 City 	 State       Zip               Phone 
May I contact your physician?     Yes      No     

Signature_____________________________________________ Date____________________ 

When was your last physical? ____________ Don’t know______

Family history of addictive or compulsive behavior? (e.g. alcohol, cigarettes, food, drugs, sex, gambling, etc. Include self, and please be specific) ____________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________
Major health problems for which you currently receive treatment or have received treatment in the past: ____________________________________________________________________________________________________________________________________________________________ 

Please list any medication that you are currently taking: ____________________________________________________________________________________________________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________ 
 
Current substance use:      Never        Very rarely      Rarely        Moderately        Often          

Frequent/Daily use of non-prescription drugs: Nicotine   Prescription drugs   Alcohol   Marijuana

What type of exercise do you do and how often? ______________________________________
_____________________________________________________________________________ 

Approximately how many hours of sleep do you get each night? ______  

Do you eat three well balanced meals each day?     Yes      No    Diet:_____________________

Family Information: Please list all persons who live in your home including your spouse, children and/or anyone living with you for whom you assume personal or family responsibility. Also, please list any family members no longer living at home. 

Name		Relationship		Age		Birthdate			Residence ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
 
Parent’s names     	Age  		Education / Occupation   	Deceased? 
	
Father: 	__________________________________________________________________ Mother: 	__________________________________________________________________

Brothers and sisters in birth order: Name      Age	Education / Occupation   	Deceased? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

History of mental illness amongst your immediate (mother, father, siblings) family members?        Yes         No 
If yes, please describe: ___________________________________________________________ 
 
Faith Information Spiritual/Religious Affiliation: 

Spiritual / Religious Involvement:   Regular   Occasional   Never 
 
Psychotherapy History Please describe your reason / concern for seeking help: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Are you currently having any suicidal or homicidal thoughts?           Yes          No 
If yes, please explain: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Have you or a family member had prior counseling or therapy?     Yes, or 	No 

If yes for yourself, please list name, location and dates of previous therapy or counseling: ______________________________________________________________________________
______________________________________________________________________________ 

May we contact your previous therapist (with appropriate release)?          Yes            No 
 
Please circle any of the following problems or concerns which pertain to you:
 
Nervousness   Depression/sadness   Crying Spells   Temper   Parenting Issues   Shyness

Sexual problems   Fears   Career Choices   Disturbing Thoughts   Separation   Divorce

Suicidal Thoughts   Health Problems   Grief   Drug Use   Alcohol Use   Finances   Children

Guilt   Anger/Hostility   Impulse-Control   Friendship difficulties   Nightmares   Shame

Sleep Problems   Anxiety   Unhappiness   Marriage   Spiritual Problems   Relaxation   Stress

Work Problems   Abuse   Mood Swings   Legal Matters   Headaches   Tiredness/Fatigue

Bowel Troubles   Meaninglessness   Energy Problems   Body image   Ambition   Appetite

Family Conflict   Loneliness   Insomnia   Making Decisions   Inadequacy   Feelings   Worry

Education Inferiority   Concentration   Weight Issues   Memory
