A Moment’s Reflection

Elizabeth Polomik, LPC

   Admission Form

Demographic Information: 

Date: _______   Client Name: ______________________________________________
DOB: _______   Sex: M / F _____   SSN: _________________Marital Status:________
Client Address: ______________________________ Home Phone#: _______________



_______________________________ Cell Phone #: ________________

Email Address: ______________________________  Work Phone #: ______________

If Client is a minor:

Mother/Guardian’s name: ______________________ Work Phone #: _______________
Father/Guardian’s name: _______________________ Work Phone #:_______________

Insurance Information: 

Insurance Name: ____________________________ Policy #: _____________________

Name & DOB of card holder: ________________________ Relationship: ___________
Does the family have other insurance? If yes, please provide the following information: 
Insurance Name: ____________________________ Policy #: _____________________

Name & DOB of card holder: ________________________ Relationship: ___________
Emergency Contact: 

Name: _________________________________ Relationship: _____________________

Address: _______________________________  Home Phone #: ___________________


   _______________________________ Cell Phone #: _____________________

Medical Information: 

Physician Name: _____________________________ Phone #: ____________________

Address: ___________________________________  

  ____________________________________

Psychiatrist Name: ____________________________ Phone#: ____________________

Address: ____________________________________


  _____________________________________

Current Medications: ______________________________________________________

Allergies to foods/medications: ______________________________________________ 

Medical/Physical problems/limitations: ________________________________________
Please list any other professionals currently working with client/family (name, agency, contact information, and service provided. 

________________________________________________________________________
________________________________________________________________________
(Office use only: Diagnosis: ________________________________________________)
