
CLAUDIA BEHR, LCSW                                        3820 Lake Otis Parkway, Suite 214, Anchorage, AK   99508 
                   Phone:                     (907) 334-3378 
           Fax:                         (907) 646-1785 
                                                                                                                   e-mail:  claudia@claudiabehr.com 
 
 

INFORMATION AND HISTORY 
 
Some of the following questions will provide basic information for insurance purposes, other questions will help us to focus 
during the initial interview.  Please complete thoroughly. 
 
         Today’s Date:   _____________________________ 
 
First Name:  ________________________________ MI:  _________ Last Name:  ________________________________ 

Marital Status:      Single             Married             Divorced             Separated             Partnered          Widowed 

Date of Birth:   _____________________ Referral Source:  __________________________________________________ 

Home Address:  _______________________________________________________________________________________ 

City:  ________________________________         State:  ______________________       Zip Code:  ___________________ 

Home Phone:  ____________________       Work Phone:  ___________________      Cell Phone:  _____________________ 

How would you like to be contacted?   _____________________________________________________________________ 

Emergency Contact:  Name:  ______________________________  Phone:  _________________  Relation:  _____________ 

Name of Employer:  __________________________________________   Position/Title:  ____________________________ 

How long have you worked for your current employer?  ________________________________________________________ 

 

INSURANCE INFORMATION (If applicable): 

Policy #1 

Who is the Insured Party?  ________________________________________       Relation to You:  ______________________ 

(If not you)  Date of Birth:  _______________________________________        and Social Security #:  __________________ 

Insurance Company:  ____________________________________________       Policy/ID #:  __________________________ 

Address for Claims:  ____________________________________________ Group #:  _____________________________ 

                                  ____________________________________________ Employer:  ____________________________ 

Telephone Number:  ____________________________________________ Effective Date:  ________________________ 

 

Policy #2 

Who is the Insured Party?  ________________________________________      Relation to You:  _______________________ 

(If not you)  Date of Birth:  _______________________________________       and Social Security #:  __________________ 

Insurance Company:  ____________________________________________ Policy/ID #:  __________________________ 

Address for Claims:  ____________________________________________ Group #:  _____________________________ 

       ____________________________________________ Employer:  ____________________________ 

Telephone Number:  ____________________________________________ Effective Date:  ________________________ 
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CHILDREN 

Name    Age   Sex   Live at Home? Yes or No 

______________________________________________________________________________________________________ 
______________________________________________________________________________________________________ 
______________________________________________________________________________________________________ 

______________________________________________________________________________________________________ 

______________________________________________________________________________________________________ 

______________________________________________________________________________________________________ 

SPOUSE OR PARTNER 

(Complete if spouse is not attending therapy) 

 

Name:  _______________________________________________________________  Age:  ___________________________ 

Length of Relationship:  __________________________________________________________________________________ 

MEDICAL AND PSYCHIATRIC HISTORY 

List any ongoing medical conditions you think could impact counseling:  ___________________________________________ 

______________________________________________________________________________________________________ 

Previous Counseling or Therapy Experience:  _________________________________________________________________ 

______________________________________________________________________________________________________ 

______________________________________________________________________________________________________ 

Any Previous Mental Health Hospitalizations:    No      Yes        Date(s):  _______________________________________ 

If yes, what were the reasons:  _____________________________________________________________________________ 

______________________________________________________________________________________________________ 

Psychiatrist:  _____________________________________________________  Phone:  _______________________________ 

PRESCRIPTION/NON-PRESCRIPTION MEDICATION       FREQUENCY/DOSE     PRESCRIBING MD 

_________________________________________________         __________________  _______________________ 

_________________________________________________       __________________  _______________________ 

_________________________________________________         __________________  _______________________ 

_________________________________________________       __________________  _______________________ 

_________________________________________________         __________________  _______________________ 

_________________________________________________       __________________  _______________________ 

DESCRIBE YOUR ALCOHOL CONSUMPTION   DESCRIBE YOUR USE OF STREET DRUGS 

 (current and past)        (current and past) 

What do you typically drink?  _________________________  Drugs:  ______________________________________ 

_________________________________________________  _____________________________________________ 

How often do you drink?  ____________________________  Frequency:  ___________________________________ 

_________________________________________________  _____________________________________________ 
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PRESENTING CONCERN 

Please describe your primary reason for seeking therapy:  ________________________________________________________ 

______________________________________________________________________________________________________ 

______________________________________________________________________________________________________ 

______________________________________________________________________________________________________ 

Has something happened recently to make you seek therapy now?   

If yes, please describe the event:  ___________________________________________________________________________ 

______________________________________________________________________________________________________ 

______________________________________________________________________________________________________ 

______________________________________________________________________________________________________ 

______________________________________________________________________________________________________ 

______________________________________________________________________________________________________ 

______________________________________________________________________________________________________ 

______________________________________________________________________________________________________ 

______________________________________________________________________________________________________ 

______________________________________________________________________________________________________ 

 

PLEASE CHECK ISSUES WHICH CONCERN YOU: 

  Health Issues        Anxiety 

  Job concerns/Stress       Appetite Changes 

  Difficulty making decisions      Depression 

  Impulsiveness/ Loss of control      Emptiness 

  Drug/Alcohol Use       Panic or Anxiety Attacks 

  Trouble Relaxing       Financial Concerns 

  Infidelity        School Problems 

  Loss or Grief        Family or Relationship Difficulties 

  Sexual Issues        Suicidal Thoughts 

  Divorce/Separation       Trauma 

 

PLEASE INCLUDE ANY OTHER INFORMATION YOU BELIEVE IS IMPORTANT 

______________________________________________________________________________________________________ 

______________________________________________________________________________________________________ 

______________________________________________________________________________________________________ 

______________________________________________________________________________________________________ 

______________________________________________________________________________________________________ 

______________________________________________________________________________________________________ 


