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Lisa Matus, LCSW

631.626.7420
699 Sackett Street


 

330 W. 58th Street – Suite 601
Brooklyn, NY
11217




New York, NY 10019

Clinical Services Application 

Name: ________________________________________________________________________

Date of Birth: ________________________ Date of Application: _______________________

Home address: ________________________________________________________________

Mailing address: _______________________________________________________________

Home number: ______________________ Cell number: ______________________________

Email address: _________________________________________________________________

Emergency contact (name/number: ______________________________________________

Referred by: ___________________________________________________________________

Ethnicity: ______________________________ Religious affiliation: ____________________

Gender: ________________________________ Sexual orientation: _____________________

Highest level of education: ______________________________________________________

Employment status/profession/annual salary: ____________________________________

Current relationship status: _____________________________________________________
Please list all people living in your household: ____________________________________________________________________________________________________________________________________________________________

Please describe relationships with family members: 

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please describe relationships with friends: 

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please describe any medical/emotional issues of your parents and siblings: 

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please check all reasons that you are seeking psychotherapy:

Anxiety: ______________________________________________________________________

Depression: ___________________________________________________________________

Relationship problems: _________________________________________________________

Bereavement: _________________________________________________________________

Confusion about self-image, goals, etc.: ___________________________________________

Issues related to sexual orientation: ______________________________________________

Issues related to gender identity: _________________________________________________

Decreased performance at work, school, home, etc.: ________________________________
Current health status of myself: __________________________________________________
Health status of someone I care about: ____________________________________________
Planning for the future: _________________________________________________________
Memory problems: _____________________________________________________________
Concerns about abuse (specify): _________________________________________________
History of trauma (specify): _____________________________________________________
History of eating disorder: ______________________________________________________
Concerns about substance use/abuse (specify): ____________________________________
Other concerns (specify): ________________________________________________________
Have you been in psychotherapy before? _________________________________________
If yes, when were you most recently in psychotherapy? _____________________________
Why did you stop therapy? _____________________________________________________

What was the longest time you spent in psychotherapy? ____________________________

Please list name and address of your most recent therapist (I will not contact without written consent): ____________________________________________________________________________________________________________________________________________________________

Are you currently taking any medications: ________________________________________

If yes, which medications and dosage: ____________________________________________________________________________________________________________________________________________________________

Have you ever been hospitalized for any psychiatric reason? ________________________

If yes, how recently and where? _________________________________________________

Have you ever had suicidal thoughts? ____________________________________________

Have you ever had a suicide attempt? ____________________________________________

If yes, when was the most recent attempt? _________________________________________

Are you currently taking non-prescription drugs: __________________________________

Have you taken non-prescription drugs in the last year? ____________________________

If yes, please name drugs and frequency: _________________________________________

Do you use alcohol? _______________ How much/often? ___________________________
Have you ever been treated for alcohol-related issues? ______________________________

Do you smoke cigarettes?: _________ If yes, how long/much?: _______________________

Do you binge/purge food and/or use laxatives? ___________________________________

Are you in a recovery program of any kind? _______________________________________

Have you ever been in a recovery program? _______________________________________

On a scale of 1-10 (10 being most satisfied), how satisfied are you with your life right now? _________________________________________________________________________

On a scale of 1-10 (10 being the most stressed), how much stress are you currently experiencing? _________________________________________________________________

I look forward to the future with hope and optimism? True___ False___ Sometimes ____

My current physical health is: ___________________________________________________

My physical health throughout my life has been: ___________________________________

Please list any current or past disabilities/illnesses and the age of onset: ____________________________________________________________________________________________________________________________________________________________

Do you have any medical issues that required surgery? _____________________________ If yes, when? __________________________________________________________________

Have you ever been arrested? ____________ If yes, when and what charge: ______________________________________________________________________________

Do you own a weapon? _________________ If yes, what kind? ______________________

How would you describe your ability to control your anger? ________________________

Do you or have you experienced any of the following symptoms:

Hyperactivity? ________________________________________________________________

Racing thoughts? ______________________________________________________________

Feeling easily angered or irritable? _______________________________________________

Feeling prolonged sadness? _____________________________________________________

Difficulty concentrating/easily distracted? ________________________________________

Spending money that caused you or your family trouble? ___________________________

High-risk behaviors? ___________________________________________________________

Net income (weekly): ___________________ Partner/spouse’s net income: _____________

Additional income: _____________________ Savings: _______________________________

Monthly rent (your portion): ____________________________________________________

Please list types and amounts of unusual debts, expenses, and/or financial obligations: 

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please list names and ages of persons who are financially dependent on you: 

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

How much financial support per week could you receive from family members for psychotherapy? _______________________________________________________________
How much could you afford to spend out-of-pocket per week toward therapy? ________

Do you have private health insurance?: ________________ SSD/SSI? _________________
Name of insurance/type of coverage: ____________________________________________

Please state in detail your presenting issue(s), its duration, and your reason(s) for seeking treatment at this time. Use as much space as you need.
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________

Your signature below indicates that all of this information is true to the best of your knowledge. 
Please print and sign your name, and include your address, telephone number and the date.

Print name 



    

Signature








Date
Home address 










Home number 







Cell number
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