
Name: 

Address: 

E-mail address:

Referral Source:

INTAKE FORM-DATA SHEET 
FAMILY LIFE RESOURCE CENTER 

273 Newman Avenue 
Harrisonburg VA 22801 

Date: 

Home Phone: 
Cell Phone: 
Work Phone: 

In case of an emergency, call: 
Name: 

Phone: 

Messages may be left at: □ home phone □ cell phone □ work phone □ emergency contact □ email 

Birthdate: I Age: 
I 
Social Security #: Employer: 

Marital Status: 
□ Single □ Married/ Yrs □ Separated □ Divorced

--

Other: 

Spouse's Name: I Birthdate: 

Employer: 

Other people living in your home: 

Las/Name First Age Relationship 
Name 

Have you ever been in outpatient counseling before? 
--

Yes No 
Length of time: Inpatient hospitalization __ Yes 

No 
With whom/Location: How Long Ago? 
1. 

2. 

Current Medications/Dosage: 

List any Allergies: 
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INTAKE FORM-DATA SHEET 
FAMILY LIFE RESOURCE CENTER 

273 Newman Avenue 
Harrisonburg VA 22801 

Primary Care Physician's Name: 
Phone: 

Do we ftave your permission to advise your physician that you are receiving care? 
(if if/formation is needed fi-0111 your physician we will ask/or completion of a different release) 

No __ Yes (Coordination of Care will be sent to your Physician) 

You may grant consent by signing here: 
Client signature 

Do you have a Psychiatric Advanced Medical Directive? 

--

Yes No (If yes, please provide counselor with copy) 

Addictions: 
If you have struggled with chemical dependencies (past or present) please complete: 

1. Type of dependency:
2. Quantity & frequency of use:
3. How ingested and date of last use:
4. Length of use/period of sobriety:
5. History of withdrawal symptoms in periods of abstinence:

Briefly describe tfte family in which you grew up: (family members ages, living or deceased, how you 
were raised, etc,) 

Religious Affiliation (active or inactive): 

Education/Special Training: 

Reason you are seeking counseling at this time& what outcome would you hope for? 
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Current Symptoms 

Name: ___________ SS#: _______ Date: __ _ 
Rank each below with corresponding number or leave blank 

Check if you have felt any of the following symptoms in the past two weeks: 

My Mood 

Depressed mood 
Feel little emotion 
Feel sad 
Feel hopeless about the fntnre 
Easily agitated 
Cry easily 
Feel hopeless 

My Thoughts 

__ Feel gnilty 
Feel useless/worthless 

__ Feel helpless 
__ Feel angry/resentfnl 

Feel anxious/fearfnl 
__ Drastic mood changes 

Elated mood 

Interrupted thoughts __ Ruminating past hurts/difficulties 
Feel inferior to others __ Persistent/obssessive thoughts 
Difficulty concentrating __ Repetitive/compulsive behaviors 
Negative outlook __ Exaggerated mistrust 
Racing thoughts __ Thoughts of death 
Thoughts go off ou tangents Inattentive 
See or hear things that aren't real __ Easily distracted 
Hold strange beliefs others don't share __ Loss of bearings/disoriented 
Grandiose thoughts __ Difficulty adjusting to loss 
Lose touch with things around me 

My Physical Wellbeing 

Low energy/tired 
Oversleep or sleeplessness 
Change in appetite/ or eating 

overeating: weight gain 
undereating: weight loss 
Sexual difficulties/lack of desire 
Anxiety/panic attacks 
Restless/fidgety 

My Behaviors 

Isolate myself from others 
Impulsive 
Engage in risky sexual behavior 
Want to hurt myself/end my life 
Injure or cut myself 
Excessive/hyperactive 
Uneasy, distressed 
Create disruption/Uncooperative 

Other:. _________ _ 

Addictions: ______ _ 
Headaches 
Chest discomfort/tightening 

__ Difficulty breathing 
__ Abdominal pain/nausea/diarrhea 

Shakiness/muscle tremors 
__ Feel tightness in muscles/body 

__ Make poor choices 
Immature 

__ Overly dependent on others 
Dramatic/emotional 

__ Noncompliant 
__ Hostile/Aggressive 
__ Anger outbursts 

Underactive 
Poor self care 
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ends before you feel ready to end your sessions. It is important to remember that you always have the 
right to pay for FLRC services yourself to avoid problems described above, unless prohibited by a 
provider contract. If a provider does not participate in your insurance plan, FLRC can supply you with a 
receipt of payment for services that you can submit to your insurance for reimbursement. Please note 
that not all insurance companies reimburse for out-of-network providers. 

By signing this Agreement, you agree that FLRC can provide requested information to your insurance 
carrier if you plan to pay with insurance. 

We request that you handle any payments with the office staff at the beginning of each session. 
If the office staff is not in, please leave your payment with your clinician. We expect your payment at 

the time of each appointment. 

In addition to scheduled appointments, it is our practice to charge this amount on a prorated 
basis (the hourly cost will be broken down) for other professional services that you may require such as 
telephone conversations beyond 10 minutes, report writing, attendance to meetings or other services 
that are being requested of your clinician since these things cannot be billed to insurance companies. 
Court appearances and legal issues are billed at the rate of $100 per hour and are payable in advance. 

FEE COMMITMENT 

1. Remember that insurance was designed to defray the cost of treatment, not cover those
costs completely. So while we accept payment from your insurance company, you are

ultimately responsible to see that the total amount of each visit is paid.

2. In recognition of the service provided through Family Life Resource Center, I understand that
I am responsible for$ ____ per visit.

3. I understand that if conditions of employment, health, or other factors should warrant, I
need to contact FLRC to work out a payment plan or necessary arrangements.

4. I understand that my insurance company will not pay for "no show" fees and I am
responsible for payment.

5. I further agree to pay in full for services not covered by my insurance and for my portion of
covered services, including any legal or other costs incurred in the collection of this amount, if it
becomes delinquent.

6. Please initial one of the following regarding your choice of billing:

__ A. I authorize FLRC to submit my insurance claim for the service provided and I hereby
assign all insurance payments directly to FLRC. I authorize FLRC to release my information
necessary to process this claim. I understand that my insurance claim may be filed electronically
by computer modem and I hereby release FLRC from any unintended use thereof by such
person.

__ B. I choose to personally pay for my counseling services. I understand that FLRC will not 
bill insurance for my services nor will they bill retroactively for services rendered. I acknowledge 
I have been given the opportunity to use my insurance for covered services and have declined. 











Family Life Resource Center 

Acknowledgement of Receipt of Notice of Privacy Practices 

By signing this form, you acknowledge that Family Life Resource Center has given you a copy of it Notice 

of Privacy Practices. This notice explains how your counseling information will be handled. HIPAA, the 

Federal law concerning medical privacy, requires this notice. 

I have received a copy of the Notice of Privacy Practices. FLRC has given me this opportunity to ask any 

questions about this notice and all my questions have been answered. 

Client's Signature or Guardian 

Date Signed 

Provider Use Only 

if the client was not able to sign due to an emergency/health issue or refused signature, please 

document if the client was given the notice and the reason why the client did not sign below. 

Client was given the notice Yes 
----- ______ No 

Reason signature was not obtained: 

Signature of Staff Date 
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