Baby Maven

Carrie Grange Isaacson, LCSW

Phone: (800)383.1790   Fax: (208) 248-4638

Carrie@babymaven.org     www.babymaven.org
Please fill out the following information and use the reverse side if more elaboration is needed for a question.
Name_______________________________   Age______     Date of Birth____________________
Social Security #: _____________________    Driver Lic #_______ Marital Status  
Address_________________________________________________________________________

Home # ________________________________ OK to call? ____ Ok to leave message? __ 
Work #____________________________ OK to call? ____ Ok to leave message? ____   
Cell # ____________________________________OK to call?____ Ok to leave massage?____
Email Address:_________________________________________________________________

Person to contact in case of emergency______________________________________________

Relationship____________   Phone Number_________________      
Insurance:_______________________________  Policy Holder Name:_____________________ 

Policy Holder SS# or subscriber #____________________  Policy Holder DOB______  Insurance phone:_____________
Number of people in your family of origin ____ sisters_____ brothers_____ What is your birth order?
Were you adopted?  If so, how old were you?

Children’s names & ages and any concerns:
Have you been in counseling before? Yes   No   If so, what issue(s) did you address and what was the duration of treatment?

What is the reason you are seeking assistance at this time?  If more than one please rank
If you were referred for counseling who referred you?
Please ask for a “Release of Information” if you would like communication with that person.

Do you have any medical conditions that you are being treated for at this time? If yes, please describe:
Please list any allergies

Immunization status

List ANY medications, herbs, or supplements that you take and how long you’ve taken them.   

Have you ever been treated for, diagnosed with, or suspect that you have any of the following conditions? If so please elaborate: ADD, ADHD, Learning Disabilities, thyroid, tourettes, epilepsy, diabetes, head injury, falls, concussions, seasonal affective disorder,  bipolar disorder, mood disorder, personality disorder, anxiety, obsessive compulsive disorder, panic disorder, other? 

Have you ever been hospitalized for a psychiatric condition?  If so when, where and what was your diagnosis?

Any family history of any of the above?  

Do you have any history of the following and if so please describe:

Depression?

Suicide attempts?

Have you ever physically harmed someone?

Did you survive any physical, emotional or sexual abuse as a child?

Do your relationships tend to have a high amount of conflict?  

Are your fights ever physical or do you worry that they may become physical?
Any Addictions (alcohol or other drugs, gambling, sex, shopping, exercise, food eating disorder?) past or present?

List doctors, therapists, or other health care providers who are important to you
Any changes, increase or decrease in sleep or eating patterns?  

Hours of sleep needed to feel rested______

Actual hours received______

How often do you use caffeine, cola, or sugar?

Do you exercise? What kind, how often? 
 What exercise would you enjoy if you had more time or money?
What makes you feel anxious?

Any past or current legal troubles?  If so, please detail: 
Who can you count on for support in your family or community?

Were your parents divorced? If so how old were you?  

Any significant losses in your life?
Highest Degree earned/date/area of study & institution:
Current employment?
Strengths & challenges at work/ home:

Hobbies other interests: (what are you passionate about)?

How hopeful are you that counseling can help you at this time?  Please circle the number that indicates from 1 being the lowest and 10 being the highest.
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