Christopher S. Michaels, Ph.D.
67 Maple Avenue
Morristown, New Jersey 07960

Intake Form
                                                                                                                          Date: ____________









Referred by:  ____________

Name:

__________________________________ DOB: ___________

                        __________________________________ DOB: ___________               
Address:        ___________________________________                     
                       ___________________________________
H-Phone:      ____________________________         Fax Line   __________________________
W-Phone:      ____________________________        W-Phone ___________________________
C-Phone:      _____________________________       C- Phone ___________________________
Spouse: ___________________________________   Children ____________________ Age____
                                                                                             ____________________Age____

                                                                                                         ____________________Age____

Physician Name and Phone# ______________________________________________________

Psychiatrist Name and Phone# _____________________________________________________

Current Medications:     ________________________        __________________________

                                          ________________________        __________________________

                                          ________________________        __________________________           
 Significant Medical History and/or Current Medical Problem:  
_________________________________________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

Psychiatric Hospitalizations:  no___      yes_____   where/when ___________________________
Prior Psychotherapy:   Therapist



Dates of Attendance  
                                      ____________________________________________________________

                                      ____________________________________________________________

Recent Surgeries: _________________________________________________________________
Alcohol Usage:     _________________________________________________________________
Drug Usage:         _________________________________________________________________

Emergency Contact and Phone # ____________________________________________________ 
