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 CHILD
Name:  _________________________________    DOB:  ____-_____-____

Address:  _____________________________________________________ 

City/Town________________________________________(Zip)_________
Home phone:  ______________________   
Father’s name:  _____________________   Phone:____________________   

Mother’s name:  _____________________  Phone:____________________   

Email contact address:       _______________________________________

School: ______________________________________        Grade: ______  

Teacher/Counselor: _______________________

Special Needs:  FORMCHECKBOX 
yes   FORMCHECKBOX 
no       IEP   FORMCHECKBOX 
 yes    FORMCHECKBOX 
 no   If yes, please describe:
_____________________________________________________________

Others living at home and relationships):_____________________________
______________________________________________________________
Whom may we thank for referring you to this office?  ___________________

(Address/Phone):  _______________________________________________

Are you (or your child) currently under court orders to participate in counseling?  FORMCHECKBOX 
yes  FORMCHECKBOX 
no
If so, what is the reason?  ___________________________________

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

When did the problem begin?:_____________________________________

How often does it occur?:_________________________________________

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

 FORMCHECKBOX 
 post-traumatic stress


 FORMCHECKBOX 
 anxiety / panic

 FORMCHECKBOX 
 school/educational
 FORMCHECKBOX 
 depression

 FORMCHECKBOX 
 stress reduction

 FORMCHECKBOX 
 behavioral issues
 FORMCHECKBOX 
 family/peer relationships
 FORMCHECKBOX 
 self-esteem

 FORMCHECKBOX 
 other/comments:  _______________________
_____________________________________________________________
Current Treatment (write none if none applies):

Primary care doctor/clinic: ________________________ph#:____________

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

_____________________________________________________________

Past Mental Health Treatment (include approximate dates seen):

Therapists:__________________________________ Ph#:______________

_____________________________________________________________

Psychiatrists:________________________________ Ph#:______________

Mental health hospitalizations:_____________________________________

Current Medications (specify target symptom):______________________
______________________________________      _____________________
Signature of Client (if over 15 years of age)                           Date
______________________________________      _____________________

Signature of Parent/Guardian (if client is under 15 years of age)     Date
PAYMENT AGREEMENT
Please read & initial:

_____It is understood that payment is due at the time of service unless prior arrangements are made.  I/we agree to be responsible for all charges rendered on behalf of the identified client, including any charges not reimbursed (co-pay, deductible, & co-insurance, services not covered, etc.) by my insurance carrier, unless a special arrangement has been agreed-upon in writing.

_____It is further understood that I/We will be financially responsible for missed appointments, unless a 24 hour notice is given prior to the scheduled appointment.
_____It is understood that Jeffrey T. Kendig, PC does not bill insurance companies, and that I/We will be responsible for all charges, to be paid at the time of service.
_____It is understood that if any checks written to Jeffrey T. Kendig, PC are returned from the bank for any reason will incur additional charges.

The signature(s) below indicate that I/We understand that Jeffrey T. Kendig, PC financial policies, and certify that I/We are financially responsible for services provided.  I/We will be responsible for any collection and/or attorney fees and/or court costs associated with use of outside agencies required in the collection of my/our account.

________________________________________  Date:_______________ Client(s) Signature (s)


________________________________________  Date:_______________

Responsible Party Signature
