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NorthEast Counseling, P.A. 

Justine R. Rhodes, M. Ed., LMHC 

735 Arlington Avenue North 

Suite 304 

St. Petersburg, Florida 33701 

(727)252-4660 

CLIENT INFORMATION 

Name___________________________________  DOB_______________ Age_______ 

Address________________________________________________________________ 

City________________________________State______________Zip______________  

Telephone(W)________________(cell)_______________ (H) ____________________ 

May I call you at home?_______work?_______May I leave messages?____________ 

Place of employment________________________________Occupation____________ 

Address________________________________________________________________ 

City__________________________, State____________ Zip_____________________ 

Insurance Company________________________Name of Insured________________ 

SSN of Insured______________________________Relation_____________________ 

Ins. ID #__________________________Group #_______________________________ 

Marital Status___________, Yrs. Married____, Number of previous marriages_____ 

Number and ages of Children______________________________________________ 

Current Medications______________________________________________________ 

Who prescribes them?____________________________________________________ 

Name of your Primary Doctor__________________________ 

Do you give me permission to discuss your case with him/her for reasons of continuity of 

care?   Yes   No     Signature____________________________________ 
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Please describe any history of emotional, behavioral, or psychological problems. 

Yourself________________________________________________________________ 

Partner_________________________________________________________________ 

Father__________________________________________________________________ 

Mother_________________________________________________________________ 

Children________________________________________________________________ 

Have you ever been to a therapist before? If yes when and with whom? ___________ 

________________________________________________________________________ 

Have you ever been hospitalized for mental health reasons? Yes    No 

If so, when and where? ___________________________________________________ 

Have you ever been treated for alcohol or substance abuse?  Yes    No 

If so, when and where? ___________________________________________________ 

Please describe your presenting symptoms and why you are here today?__________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

How is this affecting you now? _____________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

My short-term goals are:__________________________________________________ 

________________________________________________________________________ 

My long-term goals are: __________________________________________________ 

________________________________________________________________________ 


