Individual and Family Counseling
Previous Treatment History

Please list names and addresses of all previous mental healthcare providers, hospitals or treatment centers from which you have received previous treatment. Please indicate, “YES” is we may contact the facility to request records or “NO” if you do not consent to a record release. If you check the “NO” box, the corresponding mental healthcare provider will not be contacted.

The information obtained is confidential and will only be used to provide you with the best care possible.

1.______________________________
           2._____________________________         (Name of Provider or Facility)



Name of Provider or Facility
   ____________________________________

  ___________________________________
   

 Address




                         Address

   ____________________________________

____________________________________

 
    City, State, Zip




      
   City, State, Zip

May we contact this provider 



May we contact this provider 

to obtain previous record?



to obtain previous record?
______ YES            ______ NO


______ YES            ______ NO
3._____________________________

4.____________________________

              Name of Provider or Facility



Name of Provider or Facility
   ____________________________________

   __________________________________
                                Address





    Address

   ____________________________________

  ___________________________________

   

City, State, Zip





City, State, Zip

May we contact this provider 



May we contact this provider 

to obtain previous record?



to obtain previous record?
______ YES            ______ NO


______ YES            ______ NO

*Please list additional facilities on the reverse side of this page.*
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