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CONFIDENTIAL


Initial Contact Form
Date  

Time ____________ 

Client# ____________

Staff Taking Call  

      

Therapist Only__          Psychiatrist _____
Client Name:  

DOB: 


Gender


Caller (if other than client) __________________________ 
Relationship?   

Address:   ______________________________________ Town: _____________________ Zip: ______________
Preferred Phone _____________________________ H/W/C (circle) [  ] Can leave a message
[    ] OK TO TEXT REMINDER CALLS – Wireless Carrier 







Alt. Phone




 Home/Work/Cell
Previous MCC Counseling?  [  ] Yes [  ] No   Therapist _________________________________________________
HOW DID CLIENT HEAR ABOUT MCC?  

Insurance Company: *______________________________________________   __________________________

Insurance ID# ______________________________________________   __________________________

___________________________________________________________________ 

*IF insurance is Tufts Medicare Preferred – need PCP referral
Therapist Notes:   Level of need:   [  ] Emergency   [  ] Urgent   [  ] Inpatient Discharge   [  ] Routine
Thinking of injuring self/others?  [  ] Yes [  ] No       DSS Involved? [  ] Yes [  ] No       Court Involved? [  ] Yes [  ] No
Presenting concern:

Days and times available for appointment  


Intake Therapist _____________________    Call dates  

Disposition: Therapist assigned: _________ Date of first appointment  

[  ] NO Response to Calls     [  ] Referred Out      [  ] Client Declined—

Reason: ______________________________
Initials: ___________ Date: _____________



Client# ____________
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