Pate and Culp Psychological Associates, LLC

Laurie N. Culp, Ph.D.


235 E. Ponce de Leon Ave.
Suite 200							Phone: (678) 595-0062
Decatur, Georgia  30030					Fax:  (404) 634-3482

					Client Background Information

Please answer ALL questions.  Please print.			Date:__________________

A.  Identification

Name of person completing this form: __________________________
Relationship to patient:______________________________________

Patient’s Name:____________________________________________
Age:__________  Date of Birth: _____________________
Patient’s address:______________________________________________________________

Home phone: __________________Cell phone:________________ Email:_____________________
Best way to contact you: _____________________________________________________________
Occupation:_________________________    Employer:____________________________________
Highest grade/degree completed:______________    Other training:___________________________
Marital Status:_________________________ Number of children: ___________________
Spouse or Significant Other:______________________________ Phone:______________________
His/Her Occupation:____________________________________ Education:___________________

In case of emergency contact:____________________________ Phone #:_____________________

B.  Referral
Referred by:_____________________________ Release results to this individual?   Yes    No
Family Physician:_________________________Release results to this individual?   Yes    No

C.  Chief Concern
Briefly describe the main concern(s) which brought you to see me: ___________________________ _________________________________________________________________________________
_________________________________________________________________________________
When did the problem(s) first occur: ___________________________________________________
How has it changed over time:________________________________________________________
What have you done to address the concern(s):___________________________________________
_________________________________________________________________________________
Have you seen any other professionals for this?  If yes, then name____________________________
_________________________________________________________________________________
Other areas/concerns causing significant stress:___________________________________________



D.  Medical and Psychological History:
List any current health problems:_______________________________________________________
__________________________________________________________________________________________________________________________________________________________________
List all the medications you are now taking:______________________________________________
_________________________________________________________________________________
What serious illnesses and hospitalizations have you had during your life:______________________
_________________________________________________________________________________
Describe serious past emotional/behavioral problems, physical/sexual abuse, etc:________________
_________________________________________________________________________________
Have you ever been treated for a mental health problem?_________ If so, by whom and for what?___
_________________________________________________________________________________
Have you ever taken medications for emotional/psychological/nervous problems?  If yes, please list:_
_________________________________________________________________________________
What emotional troubles, alcohol problems, medical problems (e.g. strokes), etc., have there been in your family? ______________________________________________________________________

E.  Educational and Employment History:
For highest degree earned in school (e.g. high school, college):
Date		Name of School	Special Classes?	Problems in school? 	Did you graduate?
______	_______________	_______________	________________	_______________
______	_______________	_______________	________________	_______________
For last few jobs:
Dates		Name of Employer		Job title	Any problems?	Reason for leaving
________	_____________________	__________	_____________	_______________
________	_____________________	__________	_____________	_______________

G.  Insurance Information:

Insurance Company:_____________ Circle all that apply: HMO, PPO, POS, Out of Network Benefits
Policy Number:_____________________ Insurance Phone:__________________________________
Membership ID: _________________________________
Policy Holder’s Name: _______________________ & Soc. Sec.: _____________________________

Guarantee of Payment:

I guarantee payment of all charges incurred for the amount of the above patient from the initial sessions to the cessation of treatment by Dr. Laurie Culp.  The undersigned further agrees to pay all the costs of collection of any such balance, including reasonable attorney’s fees.

Signature: ___________________________ 		Date: ________________________________

Release of Information and Assignment of Insurance Benefits Authorization:
I authorize Dr. Laurie Culp to release to my insurance companies or their representatives any information needed concerning the evaluation and treatment rendered to me that is necessary to process an insurance claim.  I permit a copy of this authorization to be used in place of the original and request payment of medical insurance benefits to be paid directly to Dr. Laurie Culp in such amount as may be reimbursable to the insured according to the provision of the patient’s contract on any bills for services furnished.  If payment is made to me by the insurance company, I agree to remit such monies to Dr. Laurie Culp at such time that I receive them.

Signature: __________________________		Date: ________________________________

