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Chris Nelson – Lacanian Psychoanalyst
953 Main St. Suite 109B
Nashville, TN 37206
Phone: 413-374-4834  Email: chris@nashvillelacan.com


Intake Information
	Name:

	
	Date:

	Current Address:


Home Address:


Email Address:
	Home Phone:

Work Phone:

	
	In case of emergency, call:
Name:

Phone:

	Messages may be left at:     home phone        work phone        cell phone        emergency contact

	Birthdate:
	Age:
	Social Security #:
	Employer:


	Relationship Status:
   Single         Married         Separated     Divorced      Other:  ________________________

	Spouse’s Name:
	Birthdate:

	Children and ages:

	Have you ever been in counseling before?        Yes        No

Name/Location:                                                                                   How long ago?


	
Current or past significant medical problems:

Primary Care Physician’s Name:  _____________________ Phone:  ____________________________

List all medications you are currently taking:



	Religious/Spiritual Affiliation:



	Briefly describe the family in which you grew up: (family members ages, living or deceased, how you were raised, etc.)



	

	Briefly describe any traumatic events you may have experienced:





Reason for seeking services at this time:










MEDICAL INFORMATION

Check any of the following problems you now have or had in the past and describe:
	PROBLEM			DATE		DESCRIBE PROBLEM AND TREATMENT
_____ High blood pressure  _________________________________________________________
_____ Breathing (emphysema, asthma, etc.) _____________________________________________
_____ Heart condition/disease ________________________________________________________
_____ Anemia (low blood count) ______________________________________________________
_____ Diabetes (sugar) ______________________________________________________________
_____ Cancer/tumors _______________________________________________________________
_____ Liver (yellow jaundice, etc.) ____________________________________________________
_____ Thyroid _____________________________________________________________________
_____ Indigestion, stomach ulcers, etc. _________________________________________________
_____ Headaches ___________________________________________________________________
_____ Strokes _____________________________________________________________________
_____ Dizziness/fainting _____________________________________________________________
_____ Epilepsy/convulsions/seizures/fits ________________________________________________
_____ Blackouts ___________________________________________________________________
_____ Ear infection/drainage __________________________________________________________
_____ Tired most of the time __________________________________________________________
_____ Loss of appetite _______________________________________________________________
_____ Sleep (loss of, unable to, etc.) ____________________________________________________
_____ Bowels (blood in stool, diarrhea, etc.) ______________________________________________
_____ Kidney/bladder (Infections, stones, frequent urination)  ________________________________
_____ Chills, fever, night sweats _______________________________________________________
_____ Hoarseness/nagging cough _______________________________________________________
_____ Sores that do not heal ___________________________________________________________ 
_____Weight change in last 3 months ___________________________________________________
_____ Leg cramps, aching, etc. ________________________________________________________
_____ Extremities shaking ____________________________________________________________
_____ Other ________________________________________________________________________
Surgery (list kinds and indicate dates) ____________________________________________________
Other Complaints (list) ________________________________________________________________
Allergies to Medication (list) ___________________________________________________________
Other Allergies (list) __________________________________________________________________


Check other drug use: (include what kind, amount, how often, year first used)
Alcohol ______________________________________________________________________
Sedatives _____________________________________________________________________
Stimulants_____________________________________________________________________
Hallucinogens _________________________________________________________________
Pain Killers ___________________________________________________________________
Inhalants ______________________________________________________________________
Marijuana, Hash ________________________________________________________________
Narcotics _____________________________________________________________________
Other: Over the counter, _________________________________________________________
	Home remedies, street drugs ____________________________________________________________
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