	Kenneth Stanek, PhD BCPC

4415 W. Harrison, Suite 307, Hillside, IL 60162

708.439.1327

http://www.kenstanek.net

	Registration Form (Please Print)

	Today’s Date:__________________
	Family Doctor:_______________


	Patient Information

	Patient’s Last Name
	First Name
	Middle Name
	 FORMCHECKBOX 
Mr.

 FORMCHECKBOX 
Miss
	 FORMCHECKBOX 
Mrs. 

 FORMCHECKBOX 
Ms. 

	 FORMCHECKBOX 
Married       FORMCHECKBOX 
Single    FORMCHECKBOX 
 Divorced       FORMCHECKBOX 
Widowed     FORMCHECKBOX 
Separated    

 FORMCHECKBOX 
In a significant relationship

	Is this your legal name?

 FORMCHECKBOX 
YES      FORMCHECKBOX 
NO
	If not, what is your legal name? 
	Former name(s):



	Age:
	Birthdate: 

         /         /
	Sex:  

 FORMCHECKBOX 
M   FORMCHECKBOX 
F 
	Social Security Number:

	Street Address:


	PO Box: 
	City: 
	State:

	Zip: 
	Home Phone:
	Cellphone:

	Occupation:
	Employer: 
	Employer Phone Number:

	Chose Office Because:   FORMCHECKBOX 
Dr.       FORMCHECKBOX 
Insurance Plan       FORMCHECKBOX 
Hospital       FORMCHECKBOX 
Family       FORMCHECKBOX 
Friend 

 FORMCHECKBOX 
Location     FORMCHECKBOX 
Yellow Pages      FORMCHECKBOX 
Other

	Other Family Members Seen Here:

	Number of Years Married (if Applicable)



	May we contact you at home? 
	If not, what number should we call? 

	At what number can we leave a message if necessary?

	Do you have children?

 FORMCHECKBOX 
YES   FORMCHECKBOX 
NO
	Names & Ages


	Insurance Information

Please provide insurance card for records.

	Person Responsible for Bill:
	Address (if different from above):

	Birthdate:

         /         /
	Phone Number:

	Occupation:
	Employer:



	Employer Address: 
	Employer Phone:



	Is the patient covered by insurance?  FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	Please indicate Primary Insurance:



	Group Number:
	Subscriber’s Name:

	Subscriber’s Social Security #:
	Birthdate:

     /     /
	Patient’s Relation to Subscriber:

	Policy Number
	Co-payment $:



	Secondary Insurance (if applicable) 
	Subscriber’s Name:



	Group Number:
	Policy Number:

	Subscriber’s Social Security #:
	Birthdate: 
	Patient’s Relation to Subscriber: 


	Additional Information

(For Adults)

	Date of last visit to your Medical Doctor?
	YES
	NO

	Reason for Today’s visit?
	YES
	NO

	Any Prior Mental Health Treatment?

	If yes, when and for what reason? 

	Has anyone ever criticized your use of other drugs?

 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO
	Do you smoke?

 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO
	Has anyone ever criticized your use of alcohol?

 FORMCHECKBOX 
YES    FORMCHECKBOX 
NO

	Do you take medications as prescribed by your physician?  FORMCHECKBOX 
YES   FORMCHECKBOX 
NO

Please list name and dosage:

Name of Medication

Dosage

Years Taken



	Please list any known medical problems:



	Have you ever been treated for any substance abuse?  About how long ago? 

	Do you experience any of the following?  

Anxiety

Yes

No

Loss of sleep

Increased sleep

Wakefulness

Increased Appetite

Decreased Appetite

Restlessness

Irritability

Discontent

Lack of Motivation

Problems at work?

Please describe:



	Poor Concentration

YES

NO

Cannot finish routine tasks

Relationship Problems

Explain Briefly:



	For Adolescents/Children

	Date of last visit to your Medical Doctor?
	Reason for Today’s visit?

	Any Prior Mental Health Treatment?

	If yes, when and for what reason? 

	Does the adolescent/child:

Exhibit Repetitive Behaviors

YES

NO

Obsessive Thoughts

Expresses Worry

Poor Memory

Poor Concentration

Changes in Recreational Activities

Changes in Social Activities

Relationship Conflicts/loss of friends

Difficulty in making friends

Academic Issues/School Problems

Please describe:

Missing School

YES

NO

Cutting Classes

Grades Decreasing

Problems with authority figures

YES

NO

Suspected/actual substance abuse

Legal problems

Behavioral Problems at school

Please describe:

Behavioral Problems at home

YES

NO

Please describe: 

Please use this space to explain any problems not listed here:




	In case of Emergency



	Name of local friend or relative (not living at same address:

Relationship to Patient:

	Home Phone number:
	Work phone number:

	The above information is true to the best of my knowledge.  I authorize my insurance benefits to be paid directly to the provider.  I understand that I am financially responsible for any balance or co-payment.  I understand that a charge may be incurred for a missed appointment if 24 hours notice is not given before the appointment is scheduled.  I also authorize Dr. Kenneth Stanek, PhD or insurance company to release any information required to process my claims.  

_________________________________                                       __________________________

Patient/Guardian Signature                                                          Date


