Jessica Gandolfo, LPC-S
985-687-5226

Client Information:

Today’s date:____/_____/______  Client’s Name:_______________________________

Phone Numbers: (Home)___________________   (Work)_________________________

                            (Cell) ____________________    May I text your mobile? Yes/ No

Address:________________________________________________________________

City:____________________________ State: ______________ Zip:________________

Age:_____     Birth Date:_____/______/________ Email Address:__________________
Marital Status: [  ] Single      [  ] Engaged
                        [  ] Married – How Long?_____- How many times?____

                        [  ] Separated – How Long?____  [  ] Divorced – How long?___________

Education: ______________________________________________________________

Place of Employment:_____________________________________________________ 

Spouse’s name:_________________________________________________________​​_

Phone Numbers: Home:__________________________Cell:______________________

Address:________________________________________________________________

Crisis Information:
Are you currently having suicidal thoughts, feeling or actions?     Yes/No

If yes, explain:____________________________________________________________

Are you having homicidal / assaultive thoughts or feelings, or anger-control problems?

Yes/No   If yes, explain:____________________________________________________

Have you had any past problems, hospitalizations, or jailings for suicidal or assaultive behavior?   Yes/No   If yes, explain:___________________________________________

Are you currently experiencing any current threats of significant loss or harm (illness, divorce, custody, job loss, etc.)?     Yes/No 

If yes, describe:___________________________________________________________

Emergency Contact Information (name, relationship, phone number, address):

________________________________________________________________________
Medical Information:

When were you last examined by a physician?__________________

Name of physician:____________________________________City:________________

List any medical conditions you are currently being treated for:_____________________

________________________________________________________________________

List any medications you are currently taking:

Name of Medication(s):____________________________________________________

Reason for Medication(s):__________________________________________________

If you enter into therapy with me, may I be in contact with your medical doctor (including psychiatrist) so that he /she can be fully informed and we can coordinate your treatment?   
Yes / No

------------------------------------------------------------------------------------------------------------

I have supplied all the afore mentioned information to the best of my ability: Yes / No

Client’s signature:_____________________________________ Date:________
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