REDMOND REAMS, Ph.D.

Reams and Associates, P.C.

2106 NE 40th Avenue

Portland, OR 97212

503-299-4492

503-274-2327 (fax)

redmondreamsphd@comcast.net
CHILD CLIENT INTAKE FORM

Child’s Name:____________________________
Date of Birth:_________________

Address:______________________________City&State:______________Zip:_______

Home Phone:___________________  Home e-mail:____________________________ 

Parent’s Name: _______________________________

Address (if different):____________________________________________________

Phone (if different):_________________  E-mail (if different):_____________________

Work Phone:_______________________  Cell phone:____________________________

Second Parent’s Name (if applicable):________________________________

Address (if different):____________________________________________________

Phone (if different):_________________  E-mail (if different):_____________________

Work Phone:_______________________  Cell Phone:___________________________

Other members of the household and their ages: _______________________________

If using insurance, please consult your benefit booklet and/or call the 800 phone number on the back of the insurance card in order to complete the following questions:

Insurance company’s name: ___________________ Group #:_____________________
Claims address (from back of insurance card):__________________________________

Name of insured:__________________  Insured’s date of birth: ___________________

Insured’s ID number:___________________  Insured’s employer:__________________

Do you need a preauthorization for outpatient mental health services?  Yes  No
If yes, do you have one? Yes No    If yes, what is the authorization number: ___________

If yes, how many therapy sessions have been authorized? ________

What is the maximum number of therapy sessions in a certain time period?__________

What is that time period  (e.g. calendar year, 24 months starting from date of 1 session)?

What is your co-pay? _________  What is your relevant deductible amount? _________

When does the deductible renew?_____________________________________________

	
	Please

check

if yes
	Please provide clarifying information in this column including more detail, relevant dates, involved other professionals, etc

	Ongoing medical condition
	
	

	Prescription medicine
	
	

	Prior surgeries/hospitalizations
	
	

	Prior psychotherapy for child
	
	

	Parental depression
	
	

	Parental anxiety
	
	

	Parental substance abuse
	
	

	Suicide or self-harm concerns for child
	
	

	Child is adopted
	
	

	Past physical, sexual abuse or neglect of child
	
	

	Past family violence that child has been in the home for
	
	

	Child in special education, has 504 plan, in early intervention
	
	

	Delayed developmental mile-stones (walking, talking etc) 
	
	

	Problems at birth or prenatally
	
	


Who is your child’s pediatric healthcare provider? Name:__________________Phone:____________________

Name and phone of child’s school___________________Grade____Teacher’s name______________________

