Case Number: # 

Admission Date: 

Primary Clinicians: Clinical Counseling Group/

Location of Service:  4829 Munson Street, NW Canton, Ohio 44718

Primary M.D.: 

Case Manager:

Full Name-
Last________________
First______________Middle________
Middle____Maiden___________ M
  F 

Address:

Street:

City:


State:
     Zip:                          County
:
Home Telephone Number:

Work Telephone Number:

Parent/Guardian (if applicable):
First
Last

Parent/Guardian Address:
Date of Birth‑

Race:

Social Security Number:

Marital Status:     S     M
    Div
  Sep    Wid  (Circle one)

Referral Source: 

Military: Active  Reservist  Veteran  None  (Circle one)

Physician:

0ccupation:

Insurance Information (Include company name, ID#, Group#, Certification & or Authorization):

Employer:

Education: *If you are an adult, indicate last grade/degree completed:

**If you are a student, indicate your current grade:

Source of Family Income:  Employment   Workers Comp.    
General Relief 
SSI

                                            Social Security
    Pension    
Unemployment   ADC   Other:          (Circle one)

Name of Person to Contact in Case of an Emergency:

Home Telephone Number:
Work Telephone:

Reason For Requesting Services:

Prior outpatient mental health services?

Family mental health history 

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

# Days in Hospital :

Hospital Names & Dates:

Medications (including over-the-counter drugs) :

   Name

Dose

Route

Frequency

1.


2.

3.

4.

Allergies:

Pre-existing health condition: 

Living Arrangements:      Personal Residence          Relative's Home
Friend's Home

                    Nursing Home                          Foster Care 

Other:                      (Circle one)

Spouse/Partner:

Children:

Family of Origin:
