Gwen Ginski, LCSW Intake Form 
Naperville~Plainfield                                                                                              Today’s Date: _________
Patient’s Full Name ______________________ DOB ______   Sex _______ Race_________
Social Security# _________________ Marital Status _______________ Religion_________
Address _______________________ City _____________ State ____ Zip ___________
Phone ________________________   OK to Call? Y  N    Leave Voicemail?  Y   N   Text? Y  N
Email ________________________    OK to Receive Email Messages?   Y   N 
Emergency Contact _________________________ Phone _____________________
Employer/School: ______________________Occupation:______________________
Phone Number: ________________ 
Presenting Issue _____________________________________________________________________
(Please write a brief phrase or sentence as to why you are seeking therapy.)
Physician ___________________________         Phone __________________
Medical Diagnoses _________________________ Allergies________________________
Medications ____________________________________________________________
Psychiatrist ____________________________ Phone ______________
Insurance Information
Insured’s Last Name ____________________ First Name: _____________ DOB: ________ 
Social Security #_________________ Marital Status _______ Relation to Patient _________
Insurance Company ______________________________Phone # ________________ 
Group Policy #:___________Policy ID # _________________________ 
Secondary Insurance (if applicable)
Insured’s Last Name: _____________________ First Name: ___________ DOB: _______
Social Security # _________________ Marital Status________ Relation to Patient_________
Insurance Company ______________________________Phone #_________________
Group Policy #: ___________Policy ID # ______________________________ 
The above information is true to the best of my knowledge.  I authorize benefits to be paid directly to the provider.  I understand that I am financially responsible for any outstanding balance on my account. I authorize release of information required to process my claims.  I also have reviewed and received a copy of the Privacy Practices provided (HIPPA).
Patient/Guardian Signature: ______________________ Date: _____________
[bookmark: _GoBack]
Office Use: DX: ____________________________________________ Services not covered __________________ Prior Auth? _____

