Mary Slominski Counseling
New Patient Registration
Mary K. Slominski, LMHP, LADC

Name: ______________________________________________        Date: ______________________

Parent Name if Patient is a minor: ________________________________________________________

Address: ______________________________​​​____City:________________ State: ____ Zip:_________

Home Phone: _________________________________     Cell Phone: ___________________________
Insurance:_________________________________       SSN: __________________________________     

Birth date: ___________________  ____            Insured’s Birth date: ___________________________

Email address: ________________________________________________________________________       
How did you hear about us?______________________________________________________________
Emergency contact name & Phone:________________________________________________________

Is it OK to contact the above person in case of an emergency?         FORMCHECKBOX 
 yes      FORMCHECKBOX 
 no

Please check the issues that are currently affecting you: 

 FORMCHECKBOX 
 Depression 
           FORMCHECKBOX 
 Anxiety


 FORMCHECKBOX 
 Stress

 FORMCHECKBOX 
 Grief/Loss
 FORMCHECKBOX 
 Relationship Problems
 FORMCHECKBOX 
 Family Issues

 FORMCHECKBOX 
 Anger

 FORMCHECKBOX 
 Divorce
 FORMCHECKBOX 
 Childhood Issues

 FORMCHECKBOX 
 Substance Use

 FORMCHECKBOX 
 Mistrust

 FORMCHECKBOX 
 Panic
 FORMCHECKBOX 
 Money difficulties
 FORMCHECKBOX 
 Mood Swings

 FORMCHECKBOX 
 Dreams

 FORMCHECKBOX 
 Gambling
 FORMCHECKBOX 
 Marital Problems

 FORMCHECKBOX 
 Loneliness

 FORMCHECKBOX 
 Sadness

 FORMCHECKBOX 
 Eating difficulties
 FORMCHECKBOX 
 Problems w/ authority
 FORMCHECKBOX 
 Suicidal Thoughts
 FORMCHECKBOX 
 Isolation


 FORMCHECKBOX 
 Other Concerns: ____________________________________________________________________ 
Assignment of Benefits
I authorize the request for payment to be sent directly to a therapist listed above for any and all medical care insurance benefits, either under basic insurance or major medical provisions, to which I may be entitled as a result of services rendered in this office.  A photocopy of the assignment of benefits and authorization to file shall be valid as the original form I sign this date.
_____________________________________________

_______________

Patient / Parent / Guardian Signature




Date
