
Client Name: ---------------�-

Lauren E Thompson LPC, PLLC 
3033 NW 63rd Street, Suite 160 East 

Oklahoma City, OK 73116 
( 405) 410-7 602

CLIENT BACKGROUND INFORMATION 

Last Name: First Name: MI: 
--------- ----------

Preferred Name: DOB: _/_/_ Age: __ Gender: _____ _ 

Relationship Status: _________________ _ 

Address: ___________ City: ________ State: __ Zip: __ _ 

Preferred Phone: E-mail: 
------------

Can we can leave a message on your phone: D Yes D No 

EMERGENCY CONTACT (If client is under 18 or under legal guardianship, list Parent/Guardian) 

Last Name: First Name: ---------- ----------

Contact Number: --------- Relationship:----------

HEALTH INSURANCE INFORMATION 
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Insurance Company: ___________________________ _ 

Policy Number: _______ Group Number: _______ Effective Date: _____ _ 

Policy Holder ( cite name as is appears on the insurance card): ___________ _ 

Policy Holder Date of Birth: ______ Policy Holder Place of Employment: ________ _ 

Policy Holder Address: ___________ City: ______ State: __ Zip: __ _ 

Policy Holder Phone Number: ____________ _ 

CURRENT LIVING SITUATION & FAMILY HISTORY

I live: □ Alone □ w/Significant Other □ w/ Others Number of Persons in Home: 

Do you have children living IN HOME? Yes __ No __ 

Names, Ages, Gender: ________________________ _ 

Do you have children living OUTSIDE OF HOME? Yes __ No __ 

Names, Ages, Gender: ________________________ _

Do you have non family members LIVING IN HOME? Yes No -- --
Name: _____________ Relationship to Client: ________ _ 

Name: Relationship to Client: ________ _ 

Revised 03/16 



Client Name: ------------------

PRESENTING PROBLEM/HISTORY OF PRESENTING PROBLEM 

Who referred you? 
----------------------------

Please briefly describe the reason for seeking counseling: 

Please check your employment status□ Full-time □Part-Time □Unemployed □Not in Labor Force 

If employed, who is your employer? ___________________ _ 

Are you currently enrolled in school? □ Yes □ No If so, where? -----------

Highest level of education (grade) completed: _________________ _ 

Have you served in the military? □ Yes □ No If so, what is your current status? _____ _ 

Are you currently using tobacco products? □ Yes □ No 

If yes, please describe your use: _____________________ _ 

Are you currently using alcohol? □ Yes □ No 

If yes, please describe your use: _____________________ _ 

Are you currently using other substances? □ Yes □ No 

If yes, please describe your use: _____________________ _ 

Have you been arrested in the past 12 months? □ Yes □ No 

If yes, what are your charges? _____________________ _ 
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Have you ever experienced physical, emotional, verbal or sexual abuse, sexual misconduct or neglect? 

□ Yes □ No

Have you ever attempted suicide? □ Yes □ No 

If yes, identify month & year of attempt(s): _______________ _ 

Have you ever had thoughts of suicide? □ Yes □ No 

If yes, identify month & year oflatest thought(s): ______________ _ 

Have you ever been involved in domestic violence? □ Yes □ No 

Have you ever been told you have an anger problem? □ Yes □ No 

MEDICAL 

Are you currently under the care of a physician for medical problems/medication? □ Yes □ No 

Could these medical problems/medication impact your mental health treatment? □ Yes □ No 

Physician Name: _______________ Phone: _________ _

Are you currently under the care of a Psychiatrist? □ Yes □ No 

If yes, Psychiatrist Name: Phone: --------- ----------

Revised 03/16 



Client Name: ------------------

Are you currently taldng any medications? □ Yes □ No 

1. 

2. 

3. 

If yes, list those you are currently taking (use back if needed): 

Strength Length 
Medication & Dosage Taken Purpose & Side Effects 

Are you currently receiving behavioral/mental health services elsewhere? D Yes D No 
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If yes, where: _____________________________ _ 

Have you received behavioral/mental health services in the past? D Yes D No 

If yes, provide the following (use back if needed): 

Date Type* Where Purpose/Diagnosis 

Please include any other information you feel is important for therapist to know. 

Date 
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Lauren E Thompson LPC, PLLC 
3033 N\V 63rd Street, Suite 160 East 

Oklahoma City, OK 73116 
(405) 410-7602

Attendance & Appointment Reminders 

Your appointment time is reserved for you; and 24 hours' notice is required to cancel your appointment. This 
allows time to refill your time slot. Same day cancellation/no show fees will apply if 24 hours' notice is not given 
(see financial agreement). Excessive appointment cancellations/no shows may result in the termination of

services. 

If you choose, an automated appointment reminder will be sent to you one day prior to your scheduled 
appointment. Appointment reminders are not guaranteed. If you do not receive an appointment remin.der and fail 
to attend your scheduled appointment. missed appointment fees still apply. Appointment information is 
considered to be "Protected Health Information" under HIP AA. By my signature, I am waiving my right to keep 
this information completely private, and requesting that it be handled as I have noted below. 

I would like to receive ONE appointment reminder via: 

• Text message to this cell phone number: ________________ _

• Email message to this email address: _________________ _

• Automated telephone message to this phone number: ____________ _

I have read the Consent for Treatment form in its entirety and agree to the terms of consent. I 
understand and agree to the limits of confidentiality and conditions of therapy 

Client Si�ature ______________________ _ Date _____ _ 

Date _____ _ 

P-arenf/ Guardi» Si�ature. _________________ _ Date _____ _

Witness __________________________ _ Date _____ _ 

Client Name. ________________ _ 
Revised 01/17 







...... � . .. 

Licensed Behavioral Practitioners 

�t:!.J. 
' Licensed Marital and Family Therapists

Licensed Professional Counselors 

State Board of Behavioral Health Licensure 

3815 N. Santa Fe, Ste. 110 
Oklahoma City, OK 73118 
Telephone: (405) 522-3696 

Fax: (405) 522-3691 
www.ok.gov/bebavioralhealth 

STATEMENT OF PROFESSIONAL DISCLOSURE 

Please check the appropriate license: �LPC □ LBP

I am required by law to furnish this document to you. It requires that I inform you about my 
professional training, orientation /techniques, experience, fees and credentials. I am licensed to practice 
my profession by the State Board of Behavioral Health Li censure. 

My license number is 
4820 LPC _______ _ LBP _______ _ 

The licensing website is www.ok.gov/bebavioralhealth where you can access the law and regulations 
which govern my license. I will furnish you with printed materials about the requirements of my 
Ii censure if you so desire. You may contact ( without giving your name), the State Board of Behavioral 
Health Licensure at: 

State Board of Behavioral Health Li censure 
3815 N. Santa Fe, Ste. 110 
Oklahoma City, OK 73118 
Telephone: (405) 522-3696 
www.ok.gov/behavioralhealth 

Licensee's Printed Name· Lauren Thompson 

Licensee's Signature: _______________ Date: __ 9_/_4_/2_0_1_8 __ 

The above-designated licensee has satisfactorily supplied me with information regarding his/her practice, 
licensure and professional development. 

Client's Signature: __________________ _ Date: _______ _ 



Notice to Patient: 

Lauren E Thompson LPC, PLLC 
3033 NW 63«1 Street, Suite 160 East 

Oklahoma City, OK 73116 

(405) 410-7602

ACKNOWLEDGMENT OF RECEIPT 
OF NOTICE OF PRIVACY PRACTICES 

We are required to provide you with a copy of our Notice of Privacy Practices. The 
notice states how we may use and/or disclose your health information. 

Please sign this form to acknowledge receipt of the Notice. 

You may refuse to sign this acknowledgment, if you wish. 

I acknowledge that I have received a copy of this office's Notice of Privacy Practices. 

Please print your name here 

Date 

FOR OFFICE USE ONLY 

We have made every effort to obtain written acknowledgment of receipt of our Notice of Privacy from 
this patien� but it could not be obtained because: 

□ The patient refused to sign.

□ Due to an emergency situation, it was not possible to obtain an acknowledgment.

□ We weren't able to communicate with the patient.

o Other (please provide specific details) ___________________ _

Employee Signature Date 
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