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Client Information 
Please fill out to the best of your ability.  If the question does not apply please write n/a.   

If you have any questions, please ask the receptionist or your therapist for assistance.   
 

 
Date:_________________________         Therapist Name:_______________________________ 
 
Last Name: __________________________  First: ________________________  Middle: ________________ 
 
Address:  ____________________________  City: ___________________  State: ______  Zip: ____________ 
 
Home Phone: __________________  Mobile Phone: _________________  Work Phone: _________________ 
 
May we contact you by phone:  � Yes � No If yes, Preferred Phone �Home  �Work  �Mobile 
May we contact you by email: � Yes � No  Email:  _________________________________________ 
 
Sex:  �Male  �Female    Marital Status: �Single  �Married  �Separated  �Divorced �Widowed 
 
Date of Birth: ______________ Age: __________   Social Security Number: _______________________ 
 
If Minor, Parents/legal Guardian Name:  ________________________________________________________ 
 
Address:  ____________________________  City: ___________________  State: ______  Zip: ____________ 
 
Home Phone: __________________  Mobile Phone: _________________  Work Phone: _________________ 
 
 
If Married, Partners Name:  __________________________________________________________________ 
 
Home Phone: __________________  Mobile Phone: _________________  Work Phone: _________________ 
 
Emergency Contact:_____________________________________  Relationship: _______________________ 
 
Address:  ____________________________  City: ___________________  State: ______  Zip: ____________ 
 
Home Phone: __________________  Mobile Phone: _________________  Work Phone: _________________ 
 
 
Referred By: �Self  �Insurance  �EAP  �MD �Friend  Name of Referent: ___________________________ 
 
Employer Name: ___________________________________________________________________________ 
 
Person Responsible for Payment: ______________________________________________________________ 
 
Do You Have Authorization Prior This Appointment (If Applicable): �Yes �No  
 
 If Authorization is Required, Authorization/Precertification Number: _________________________________ 
 

!

$



Joy$Miller$and$Associates$$7617$N.$Villa$Wood$Lane$– Peoria IL 61614$– (309) 693-8200 – www.joymilller.com 

$

PRIMARY'INSURANCE'INFORMATION:'(Please'complete'information'for'policy'holder) 
 
Insured’s Name: ___________________________ DOB:______________ Relationship:________________ 
 
Insurance Company: ______________________________________________________________________ 
 
Member/Insured ID: _____________________________  Group Number: ___________________________ 
 
Address:________________________________________________________________________________ 
 
Employer Group: _______________________________  Phone Number: ____________________________ 
 
 
 

Medical History 
 
Medical Doctor:  ________________________________  Date of Last Physical: ______________________ 
 
Psychiatrist (If Applicable):  ____________________________  Date of Last Appt: ____________________ 
 
Do You Have Any RELEVANT Health Concerns: �Yes  �No        If Yes, Please List Below: 
 
________________________________________________________________________________________ 
 
________________________________________________________________________________________ 
 
________________________________________________________________________________________ 
 
Medications: 

NAME DOSAGE LENGTH OF USE 
   
   
   
   
   
   
   
 

Family History 
 
 Self Immediate Family Extended Family 
Hospitalized for Emotional Problems �Yes �No �Yes �No �Yes �No 
Treated for Drug or Alcohol Problems �Yes �No �Yes �No �Yes �No 
Previous Counseling �Yes �No �Yes �No �Yes �No 
Attempted Suicide �Yes �No �Yes �No �Yes �No 
Arrested for DUI �Yes �No �Yes �No �Yes �No 
  
Do You See Yourself As Suicidal Now:  �Yes �No 
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Please Identify Any Children That You Have: 
 

Please list child below: Age Living With You Do Your Have Any 
Concerns About Them 

  �Yes �No �Yes �No 
  �Yes �No �Yes �No 
  �Yes �No �Yes �No 
  �Yes �No �Yes �No 
  �Yes �No �Yes �No 

 
Personal History 

Do You Have Any of the Following Concerns? 
 
  Specify Concern Below: 
Support System �Yes �No  
Legal Concerns �Yes �No  
Family Concerns �Yes �No  
Financial Concerns �Yes �No  
Addictions �Yes �No  
 
 
Do You Use Any of the Following: 
  Amount Frequency First Use Last Use 
Tobacco �Yes �No     
Alcohol �Yes �No     
Cannabis �Yes �No     
Cocaine �Yes �No     
Amphetamines �Yes �No     
Opioids/Narcotics �Yes �No     
Hallucinogens �Yes �No     
Other: ______________ �Yes �No     
 
 
Do You Have Any of the Following Concerns? 
 Not At All Mild Moderate Severe 
Inability to Stay Focused (ADHD) � � � � 
Bipolar (Previously Diagnosed) � � � � 
Chronic Depression � � � � 
Eating Disorder � � � � 
Post Trauma � � � � 
Relationship Problems � � � � 
Violent Temper � � � � 
Homeless or Housing Inadequate � � � � 
Chronic Fatigue � � � � 
Personal Safety � � � � 
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Over The Last Two Weeks, How Often Have You Been Bothered By Any of the Following Problems? 
 
 Not At All Mild Moderate Severe 
Little interest in doing things � � � � 
Feeling down, depressed, or hopeless � � � � 
Trouble falling asleep, or sleeping too much � � � � 
Poor appetite or overeating � � � � 
Feeling bad about yourself, or that you are a failure � � � � 
Trouble concentrating such as reading or watching TV � � � � 
Moving or speaking so slowly that others have noticed � � � � 
Thoughts that you would be better off dead � � � � 
     
Worried about your health � � � � 
Concerned about how you look � � � � 
Little or no sexual desire or pleasure during sex � � � � 
Difficulties with spouse/parents/friends � � � � 
The stress of taking care of children/parents/family members � � � � 
Financial worries � � � � 
Stress at work or school � � � � 
Having no one to turn to when you have a problem � � � � 
Something bad that happened recently � � � � 
Thinking or dreaming about something bad that happened in past � � � � 
 
 
Have you had an anxiety attack (suddenly feeling fear or panic)? �Yes �No 
Does some of these attacks come suddenly where you don’t expect to be uncomfortable? �Yes �No 
Do these attack bother you a lot or are you worried about another having another attack? �Yes �No 
During you last attack, did you have shortness of breath, heart racing, dizziness, and numbness? �Yes �No 
Has this happened before? �Yes �No 
  
Episodes of violence or anger �Yes �No 
History of physical or emotional abuse �Yes �No 
Problems with eating �Yes �No 
Periods of mania �Yes �No 
History of self-mutilation �Yes �No 
Major loss affecting daily living �Yes �No 
Past psychological testing �Yes �No 
 
What Brings You to Therapy TODAY? _________________________________________________________ 
 
_________________________________________________________________________________________ 
 
_________________________________________________________________________________________ 
 
How Did You Find Out About Us? 
 
�Google �EAP �Friend/Family �TV �Newspaper �Insurance �Lifestyle Show �Yellow Pages 



The confidentiality of your discussions with your therapist is protected by State of Illinois, 
federal and HIPPA law, as well as professional ethics. Your therapist needs our written 
permission to release any information about you. Case notes are the sole property of the 
therapist, but (s)he will provide a summary if you request the release of information about 
your therapy. There may be a charge for processing your request. There are some 
exceptions to confidentiality requirements:
• If you are dangerous to yourself or others. Your therapist is not held to confidentiality if 
(s)he feels you are likely to hurt yourself or someone else.
• When there is reason to believe that children, the elderly and certain other groups have 
been or may be abused or neglected. All states have laws that mandate the reporting of 
child abuse; there may also be limits on confidentiality when the abuse affects the elderly 
or the disabled, and in case of domestic violence.
• When there is a medical emergency.
• When the therapist is acting under a court order. If a judge orders your therapist to reveal
information about you, this overrules confidentiality.
• When your therapist is consulting with other professionals. Your therapist can consult 
with other professionals in the same agency regarding your therapy if (s)he believes the 
advice will help improve your care.
• When necessary for your therapist to prepare a legal defense.
• When the therapist is trying to collect on a delinquent account.
• All bills submitted to insurance for payment contain information about you, including 
your name, address, insurance ID number, employer name, dates of service, type of 
service, and diagnosis. If your insurance is a managed care plan, requiring authorizations 
and reviews, you may also be consenting to the release of more detailed information. This 
may include written plans for your treatment within information about the nature of your 
problems, how it affects your personal and work life, other problems you may have, and 
the prognosis for your recovery.
• If you decide to use private or managed care insurance services, you may be consenting 

to: accepting the limitations of your treatment options; accepting limitations on the 
frequency and duration of your treatment; consenting to access to your information by 
your employer; permitting your information to be stored in database systems, which can 
be accessed by third-party individuals.

Your signature on this form is an agreement between you and Joy Miller & Associates, 
acknowledging you have read and understand the privacy practices and that you have had 
your questions answered.

 If you do not sign this form, we cannot treat you. If you are concerned about some of the
information, you have the right to ask us to not use or share some of it. Although we try to 
respect your wishes, we are not required to agree to these limitations. If we do agree, we 
promise to comply with your wishes.

You have the right to revoke this consent in writing, and we will comply with your wishes
from that date forward. However, if we’ve already released information about you prior to 
the revocation, we cannot change that.

Signature of client or client’s personal representative 
__________________________________________                  Date________________

Please print name of client or client’s personal representative
__________________________________________

Relationship to client (if needed)_____________________________________________

Signature of therapist _________________________                 Date _______________

Confidentiality Statement 

Joy Miller & Associates
Counseling & Wellness

7617 N. Villa Wood Lane

Peoria, Illinois 61614

309.693.8200

joymiller.com





Financial policy with 
Joy Miller & Associates

I understand that payment is due at the time of service.

I will be responsible for filing my own insurance claims unless I have made other 
arrangements in advance with Joy Miller & Associates. I understand that I am responsible 
for any charges my insurance does not pay (including my annual deductible and co-
payments), and that is my responsibility to resolve any insurance disputes.

I authorize Joy Miller & Associates to release any information necessary for the 
processing of my insurance claims.

I am personally responsible for clearing any outstanding balance at the end of each month.

I understand that if payment is not made, Joy Miller & Associates may proceed with
necessary legal action and may release information necessary to collect my account.

I understand I may be responsible for attorney fees or related collection costs if legal
action is necessary. Joy Miller & Associates reserves the right to charge interest on any
unpaid balance.

I understand that there is a $25 fee for any returned check.

I understand that I may be charged 100 percent of the session fee if I fail to keep an
appointment or cancel an appointment with less that 24 hours notice. I understand that
Monday cancellations must be made prior to noon on Friday.

I understand that I am responsible for payment of the following fees:

• Individual, couples or family session rate ______________

• Telephone session (after five minutes) $2 per minute

I have read and agree to the financial policy.

Client_________________________________________________

Witness________________________________________________

Date__________________________________________________

Financial Policy

Joy Miller & Associates
Counseling & Wellness

7617 N. Villa Wood Lane

Peoria, Illinois 61614

309.693.8200

joymiller.com
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