Dr. James Weaver
205  Ocean Avenue                   Portland, ME 04103

(207) 773-7993 ext. 22                                                   Fax: (207) 773-5512

E-mail: drjimwweaver@iofx.com
You can print this form out to fill it in and FAX it to me at 207-773-5512 or Mail it to me at 205 Ocean Ave. ,  Portland, ME 04103 or you  can Cut and Paste it to your E-mail, answer the questions there and E-mail it to me at my secure encrypted E-mail address, drjimweaver@iofx.com. You should have a secure E-mail account, such as a hush mail account or account through the Lets Talk Counseling web site also to ensure privacy. 

Client Information

Last Name:______________________ First Name:______________________ Middle Initial:____

Street Address:_________________________________________________

City:__________________________________________ State:________ _Zip Code:__________

Home Phone:_____________________________ Work Phone:___________________________

Mobile Phone:_____________________________ E-Mail:_______________________________

SS#:_____________________________________ Date of Birth:__________________________

BACKGROUND

What issues  are you wanting to deal with?

What physical and emotional symptoms are you experiencing?

What would you like to get out of therapy?

What do you feel is getting in the way of you feeling better or accomplishing your goals?

On a scale of 0 to 10, how committed are to looking at yourself in order to find solutions?

0      1      2      3      4      5      7      8      9     10

How have you tried to deal with these issues in the past?


Have you been involved in psychotherapy in the past and what was your experience?


Have you been on medication in the past for emotional issues? If “yes”, what medication?


Are you currently on medication for emotional issues? If “yes”, what medication?


Have you been hospitalized for emotional issues?


Past or Present Substance use, including Alcohol?

Why did you choose to use online counseling as opposed to face to face?
 
 
 
 
How did you find out about me and my online services?

Before deciding to use your insurance, and particularly managed care policies, please be advised that this may aversely affect your privacy and confidentiality. It be very difficult to know what data is stored and what is shared from your insurance company with whom. In certain case this could effect you ability to acquire life or disability insurance. I do not have control over what they do with the information once I release it to third parties. Managed Care companies in particular have asked for detailed information in order to authorize sessions. They can also deny sessions in spite of my assessment of necessity to the contrary. On receipt of this form I will send you a form outlining your rights under the Health Insurance Portability and Accountability Act (HIPAA) in effect as of April 14, 2003.

 ,

INSURANCE

Insurance Company:

Policy Holder:

Certificate #:

Group #:

Managed Care Company:

Authorization #:

If you are going to use insurance please sign the following statement:

I authorize the provider of services (Dr. James Weaver) and my insurance carrier and my managed care company to exchange any information required. I understand that this may jeopardize certain areas of my privacy and confidentiality.

Authorized Person’s Signature ________________________________ Date:________________

