Dory Dzinski, MA, LPC, NCC

Counseling and Psychotherapy

47 Maple Avenue, Collinsville, CT 06019

(860) 693-2840   Fax (860) 693-4127
dorydzinski@comcast.net
www.dorydzinski.com
I N T A K E     F O R M

Please complete this form prior to your first appointment and submit it to Dory Dzinski via mail, email attachment, or fax. This information will be held to the same confidentiality standards as your sessions.
Name __________________________________________________________

Street Address ___________________________________________________

Town, State, Zip _________________________________________________

Phone(s) ________________________________________________________

Email __________________________________________________________

Please indicate the desired method of communication ____________________

Date of Birth _________________________   Age _________  Sex    M     F

Marital Status

( Never Married
(  Married
(  Divorced




( Widow/Widower 
( Partnered 

Children with ages ________________________________________________

Current Employment ______________________________________________

Referred by _____________________________________________________

Are you receiving counseling or psychotherapy elsewhere currently? ________

Therapist’s name __________________________________________________

Have you received counseling or psychotherapy in the past? _______________

When ___________________________________________________________

Are you currently taking any prescribed psychiatric meds? __________________

Please list _________________________________________________________

Have you ever been prescribed psychiatric meds in the past? ________________
Please list and indicate when _________________________________________

Insurance Company to be used for these sessions __________________________

ID No ________________________ Group No ___________________________

Company’s phone number ____________________________________________

Name as listed on policy _____________________________________________

Please understand that in order to process these sessions through an insurance company for payment, a diagnosis must be assigned to you. If you would rather not utilize an insurance company and wish to pay out-of-pocket, please indicate that here:

(  I wish to pay out-of-pocket

On a scale of 1 to 10, 1 being the least satisfying and 10 being the most satisfying, please indicate your assessment of the following (please feel free to write a brief comment if necessary):

Your current health



______

Your romantic relationship(s)


______

Your sleep habits



______

Your eating habits



______

Your friendships



______

Your family relationships


______

Your current employment


______
Do you smoke cigarettes, cigars, pipe?
( Yes

( No

Do you ever use recreational drugs?

( Yes

( No

Do you ever drink alcoholic beverages?
( Yes

( No

Do you ever have suicidal thoughts?

( Yes

( No

Have you had suicidal thoughts in the past?
( Yes

( No

Have you experienced significant life changes or stressors such as the following: death of someone very close, divorce, severe illness, loss of home, loss of job, etc. Please list:

What else do you feel your therapist needs to know about?

Have you ever experienced or been diagnosed with any of the following?

( Yes 
( No 

Extreme loneliness 

( Yes
( No 

Depressive mood or clinical depression
( Yes
( No 

Phobias
( Yes
( No 

Schizophrenia

( Yes
( No 

Personality disorder

( Yes
( No 

Mood swings

( Yes
( No 

Panic attacks

( Yes
( No
 
Eating disorder

( Yes
( No 

Substance abuse

( Yes
( No 

Obsessive or compulsive behaviors

( Yes
( No

Traumatic experiences

( Yes
( No

Suicidal thoughts or actions

Have any family members experienced or been diagnosed with any of the above? Please indicate with a ( above and indicate relationship. 

Do you ascribe to a specific religious tradition?

( Yes

( No

Do you consider yourself a spiritually based individual?
( Yes

( No

Have you ever struggled with the following challenges:

( Yes
( No

Hopelessness


( Yes
( No

Pain
( Yes
( No

Dark night of the soul

( Yes
( No

Forgiveness
( Yes
( No

Lack of meaning in life
( Yes
( No

Guilt
( Yes
( No

Death and dying issues
( Yes
( No

Loss
CONFIDENTIALITY
The information discussed in session is held in complete confidentiality with the following exceptions, wherein mandated reporting must take place:

The potential of harm to self. 

The potential of harm to others.

The report of physical or sexual abuse.

Information required by your insurance company.

Information requested by another therapist with your written consent.

Court-mandated information.

I understand the information stated above. 

I understand that there is a 24-hour cancellation policy and that I will be held responsible for payment in full if I have not cancelled my appointment within that time frame, barring emergencies.

Date _____________       __________________________________________________

                                                   Client or Client’s Representative if under 16 yrs of age
