JOANNE DELLAVALLE, LCSW-R
499 Glen Street, Glens Falls, New York 12801
Tel 518.798.9187/Fax 518.223-0567


CLIENT INFORMATION (ADOLESCENT/CHILD)

Today’s Date: _______________________

Patient Name ________________________	Date of Birth _________________________
Address _________________________________________________________________
Telephone _________________________	Email _______________________________
Pediatrician:________________________  contact number ________________________
Guardian(s) ________________________   contact number

INSURANCE INFORMATION
Subscriber Name ____________________	Date of Birth __________________________
Employer __________________________	Occupation ____________________________
Subscriber’s SS# ____________________Insurance Co_____________________________
ID #_______________________________	Copay Amount _________________________
Is deductible met?  __________________

FAMILY COMPOSITION
Parent(s) __________________________________________________________________
Siblings  ________________________	Age/Grade	 _______________
	__________________________			_______________
	__________________________			_______________
	__________________________			_______________
	__________________________			_______________

REASON(S) FOR SEEKING TREATMENT AT THIS TIME
Brief statement about the reason for which you are seeking help for patient.






What are the behaviors you are seeing?





When did they first begin?




Has patient been in treatment before?  If so, where?











MEDICAL INFORMATION

Pediatrician _____________________________________________________________
Address __________________________________________Telephone # ____________
Current Medical Conditions _________________________________________________
Medications			Dosage			Prescribing Physician
__________________	____________	______________________________
__________________	____________	______________________________
__________________	_____________	______________________________
[bookmark: _GoBack]__________________	_____________	______________________________			

