JEFFREY T. KENDIG, MA
LICENSED PROFESSIONAL COUNSELOR

CERTIFIED CLINICAL HYPNOTIST

P.O. BOX 182, ELIZABETH, CO   80107

(303) 646-0556

www.jeffreytkendigpc.com

5460 WARD ROAD, #235




                                    34061 FOREST PARK DRIVE 

ARVADA, C0 80002





                                             ELIZABETH, CO   80107

PERSONAL DATA

Name:  _________________________________    DOB:  ____-_____-____

Address:  _____________________________________________________ 

City/Town________________________________________(Zip)_________
Phone:  ______________________     Cell Phone: ____________________

Spouse/Partner: ________________________________________________  
Phone:________________________    Cell Phone: ____________________
SSN:_______________  Email Address:  ____________________________

Children (and ages)_______________________________________________

_____________________________________________________________

Others living at home and relationships:_____________________________
______________________________________________________________
Are you currently under court orders to participate in counseling?  FORMCHECKBOX 
yes  FORMCHECKBOX 
no


If so, what is the reason?  ___________________________________
Past Mental Health Treatment (include approximate dates seen):

Therapist(s):________________________________ Ph#:______________

_____________________________________________________________

Psychiatrist(s):_______________________________ Ph#:______________

Mental health hospitalizations:_____________________________________

Problem/Complaint
Nature of chief complaint(s):______________________________________
_____________________________________________________________

When did the problem begin?:_____________________________________

How often does it occur?:_________________________________________

Current Medications __________________________________________________

Current Treatment (write none if none apply):

Primary care doctor/clinic: ________________________ph#:____________

Psychiatrist:___________________________________ ph#:____________
Alternative providers (chiropractor, acupuncture…):________________________

Areas of Concern(Check all that apply):
 FORMCHECKBOX 
 grief         



 FORMCHECKBOX 
 post-traumatic stress

 FORMCHECKBOX 
 anxiety / panic



 FORMCHECKBOX 
 communication

 FORMCHECKBOX 
 depression



 FORMCHECKBOX 
 stress reduction

 FORMCHECKBOX 
 relationships 



 FORMCHECKBOX 
 anger management

 FORMCHECKBOX 
 self-esteem



 FORMCHECKBOX 
 pain management:  other:________________________________________________________

_____________________________________________________________
How can I be of help to you? ______________________________________

Goals of counseling/therapy?  1. ___________________________________

2.  _____________________________________________________
         3.  _____________________________________________________
________________________________________           _______________ Client(s) Signature(s) 
                                                        Date  
________________________________________            _______________

Responsible Party Signature                                                               Date
Whom may we thank for referring you to this office?    _______________________________

(Address/Phone):  ____________________________________________________________
