
Date of first appointment: 

CLIENT INTAKE FORM 

600 41st Ave, Suite 201

Anchorage, Alaska 99524

edenlunsford@gmail.com

907-830-9633 

Please take your time in providing the following information. The questions are designed to help me begin to 

understand you so that our time together can be as productive as possible. All information provided is confidential. 

Referred by: 

D Medical Provider: 
-------------

□ Insurance Provider:
-------------

□ My Website:

o PsychologyToday

D Friend/Family: ____________ _
o Other:

-------------

Have you previously received any type of mental health services? 

o Yes

D No

If yes, which of the following: 

D Psychotherapy 

D Medication 

D Outpatient Hospitalizations 

D Inpatient Hospitalization 

If yes, please provide: 

Name of provider or facility: ____________________ _
Location: 

-------------------------

Dates of treatment: 
------------------------

Re as on for treatment: 
-----------------------

Briefly, what brings you in today 

When did your problem first start? Within the last: 

o 30 days

D 6--12 months

D 2 years

D During adolescence

D During childhood

What areas of your life have been affected because of this problem? 

Are you currently experiencing overwhelming sadness, grief or depression? 

o Yes

D No

If yes, for approximately how long? ________ _ 
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CLIENT CONTACT INFORMATION SHEET 

Birth Date: __ / __ / __ Age: __ 

Gender: 
□ Male
D Female

Name: 
------------

Address (Street and Number): 

600 41st Ave, Suite 201
Anchorage, Alaska 99524
edenlunsford@gmail.com

907-830-9633 

------------

City: State: Zip: 
------ ------ ----

Home Phone: ( __ ____ _ 

May We Leave a Message 
□ Yes
D No

Cell/Other Phone: ( __ ) _____ _ 

May We Leave a Message 
□ Yes
D No

E-mail:

May We Email You? 
□ Yes
D No

*Please note: Email correspondence is not conside'fed to be a confidential medium of communication.

Occupation: 

Place of Employment: ____________ _ 

Work Number: ( ______ _ 

If needed, is it OK to call here? 
□ Yes
D No

Emergency Contact: 

Name: ____________ Relationship: ___________ _ 

Phone Number: ( __ ) ____ _ 



600 41st Ave, Suite 201

Anchorage, Alaska 99524

edenlunsford@gmail.com

907-830-9633 

Limits of Confidentiality 

Psychotherapy is confidential, with the below stated exceptions. 

Duty to Warn: Therapists are mandated by law to disclose pertinent information 
discussed in therapy if the client has an intent or plan to harm another person. We 
are required to inform the intended victim and notify legal authorities. 

Suicide/Self harm: Depression is common emotion expressed in therapy, but if a 
client is feeling hopeless enough to imply or disclose a plan for suicide; steps need to 
be taken to ensure safety. 

This would include notifying the legal authorities as well as make reasonable 
attempts to notify the family. 

Animal abuse: I will report animal abuse, including cases of neglect and hoarding. 

Vulnerable Adults and Children: Mental health professionals are required by law to 
report stated or suspected abuse of a child or vulnerable adult to the appropriate 
social service agencies and/or legal authorities. 

Prenatal Exposure to Controlled Substances: in keeping with protecting vulnerable 
populations, Mental Health Providers are required to report admitted use of 
controlled substances during pregnancy that are potentially harmful to the fetus. 

Minors/Guardianship: Parents or legal guardians have the right to access a minor 
client's health information. Age of adult for psychotherapy is __ 

Insurance Providers: Information requested includes description of impairments, 
dates and times of service, diagnosis, treatment plans, treatment progress, 
prognosis for improvement, case notes and summaries. 

I have read and understand the above-stated limitations to confidentiality. I accept 
the subsequent ramifications should there be a need to act on one of the above
stated exceptions. Other than the noted exceptions, if there are reasons to disclose 
my protected confidential information I understand that I will be provided a Release 
of Information form. 

Client Signature: _______________ Date: ___ _ 




