Mind and Body Integration

KATHLEEN M. LOVE, LPC, SEP
Licensed Professional Counselor

Certified Somatic Experiencing Practitioner

Confidential Phone: (503) 808-2704
Email: klove@mindandbodyintegration.com
1675 SW Marlow, Portland, OR 97225
Intake Form

	Client’s Name:                                                                                            

	Legal Guardian’s Name if client is a minor:

	Street Address

	City, State, Zip:

	Work Phone:
	Home Phone:

	Cell Phone:
	Social Security:

	Date of Birth:
	Sex:   M    F          Marital Status:  S  M  W  D

	Email address:

	Name of medical doctor? _____________________Phone number:_________________Date of last visit:__________

	Am I able to leave a message for client on:      Cell Phone  ( Yes   ( No                Email   ( Yes    ( No
                                                                                Home phone  ( Yes   ( No            Work phone   ( Yes    ( No

	Employer:

	Employer Address:


Responsible Party and/or Insurance Information
	Responsible Party:                                                                 Relationship to Client:

	Street Address

	City, State, Zip:

	Work Phone:
	Home Phone:

	Cell Phone:
	Social Security:

	Date of Birth:
	Sex:   M    F          Marital Status:  S  M  W  D

	Email address:

	Am I able to leave a message on:         Cell Phone   ( Yes    ( No                 Email   ( Yes    ( No
                                                                   Home phone     ( Yes    ( No           Work phone   ( Yes    ( No

	Employer:                                                                                               Occupation:

	Employer Address:

	Type of Insurance                                                                                  Insurance ID#

	Emergency contact and phone number


I hereby authorize the undersigned therapist to release protected healthcare information acquired in the course of my examination or treatment for authorization payment purposes only.

Client/Guardian Signature___________________________________________________Date___________________

I_________________________________hereby acknowledge that I have received, reviewed, and signed the Notice of Privacy for Protected health Information form.  I also acknowledge that I have been given the opportunity to discuss this information.
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