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REGISTRATION FORM
Please provide the following information for our records. Leave blank any question you would rather not answer. Information you provide here is held to the same standards of confidentiality as our therapy. Please print out this form and bring it to your first session or email it to your therapist.
[bookmark: Text38][bookmark: Text2][bookmark: Text3]Name: 	     		     		     
		(First) 		(Middle)	(Last) 	
[bookmark: Text7][bookmark: Text8][bookmark: Text9][bookmark: Text10]Birth Date:       /     /      	Age:      
[bookmark: Check1][bookmark: Check2]Gender: 	|_| Male 	|_| Female
[bookmark: Text11][bookmark: Text30]Address/ Zip Code: 	          
[bookmark: Text12][bookmark: Text33]          
[bookmark: Text13][bookmark: Check3][bookmark: Check4]Home /Cell Phone:: 	     			May we leave a message? 	|_| Yes |_| No
[bookmark: Text15]E-mail address *:      		*Please be aware that email might not be confidential
[bookmark: Check9][bookmark: Check10][bookmark: Check11][bookmark: Check12]Marital Status: 	|_| Never Married 	|_| Partnered |_| Married 	|_| Separated 
[bookmark: Check13][bookmark: Check14]|_| Divorced 	|_| Widowed
[bookmark: Text16]Name of current spouse/partner:      
[bookmark: Text235]If you have children, please list their names and ages:      
[bookmark: Text46]Name /number of person to call in case of emergency:      
[bookmark: Text236]What is your profession:      
HEALTH AND SOCIAL INFORMATION
1. How is your physical health at present? 
[bookmark: Check23][bookmark: Check24][bookmark: Check25][bookmark: Check26][bookmark: Check27]|_| Poor     |_| Unsatisfactory   |_| Satisfactory  |_| Good	|_| Very good

2. [bookmark: Text234]Please list any persistent physical symptoms or health concerns (e.g. chronic pain, headaches, hypertension, diabetes, etc.):      

3. [bookmark: Check28][bookmark: Check29]Are you having any problems with your sleep habits?	 |_| Yes	 |_| No

If yes, check where applicable: 
[bookmark: Check30][bookmark: Check31][bookmark: Check32]|_| Sleeping too little 	|_| Sleeping too much 	|_| Poor quality sleep 
[bookmark: Check33][bookmark: Check34][bookmark: Text107]|_| Disturbing dreams	|_| Other      
4. [bookmark: Text111] How many times per week do you exercise & for how long?      

5. [bookmark: Check35][bookmark: Check36]Are you having any difficulty with appetite or eating habits?	|_| Yes	 	|_| No
[bookmark: Check37][bookmark: Check38][bookmark: Check39][bookmark: Check40]If yes, check where applicable: |_| Eating less |_| Eating more |_| Binging |_| Restricting  
6. [bookmark: Check41][bookmark: Check42]Have you experienced significant weight change in the last 2 months? |_| Yes	 |_|No

7. [bookmark: Check43][bookmark: Check44]Do you regularly use alcohol? 	|_| Yes		|_| No
[bookmark: Text118]In a typical month, how often do you have 4 or more drinks in a 24-hour period?      
8.  How often do you engage in recreational drug use? 
[bookmark: Check45][bookmark: Check46][bookmark: Check47][bookmark: Check48][bookmark: _GoBack][bookmark: Check49]|_| Daily 	|_| Weekly    |_| Monthly    |_| Rarely |_| Never 
9. [bookmark: Check15][bookmark: Check16]Are you currently receiving psychiatric services, counseling or psychotherapy elsewhere? |_| Yes 	|_| No

10. [bookmark: Check17][bookmark: Check18]Have you had previous psychotherapy? 	|_| Yes 	|_| No

11. [bookmark: Check19][bookmark: Check20][bookmark: Text80]Are you currently taking prescribed psychiatric medication (antidepressants or others)? |_| Yes 	|_| No 		If Yes, please list:       

12. If no, have you been previously prescribed psychiatric medication? 
[bookmark: Check21][bookmark: Check22][bookmark: Text88]|_| Yes 	|_| No 	If Yes, please list:      
OTHER INFORMATION
[bookmark: Text233]In the last year, have you experienced any significant life changes or stressors:      
[bookmark: Text186][bookmark: Text187][bookmark: Text188]What are your goals for therapy?           
[bookmark: Check50]|_| I have read and agree to the ECC Terms & Conditions
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