




CONSENT TO RELEASE/RECEIVE INFORMATION 

Initial each choice and provide the name of each professional/organization in the space provided. 

I give my consent for __________________________________ _ 
to release the following information regarding my case to the following parties: 

_ Primary Care Provider _________________________________ _ 

_ Patient Refuses Permission to Communicate with Primary Care Provider 

_ Insurance Company _________________________________ _ 

Health Care Professional--------------------------------

Other ______________________________________ _ 

This release of information consent will include the following: 

_ Treatment Summary 

_ Psychological Evaluation 

_ Discharge Summary 

_ School Transcript 

_ Teacher Reports 

Other _______________ _ 

____ I give my consent for the above parties to engage in professional conversations regarding my case. 

I understand that the above permission is bound by regulations governing confidentiality of medical and psychological 

records and disclosure to anyone other than the person named above is forbidden without further written 

authorization. 

I also understand that I may revoke my consent to release information at any time. 

This consent will expire one year from the date of signature. 

Printed Name 

Date of Birth 

Witness 

Signature 

Parent or Guardian 

Date 

Lakeside Office Park, Suite 504, Southampton, PA 18966 or 

4259 W Swamp Rd, Suite 305, Doylestown, PA 18902 

(p)215-354-0777 (f)215-354-0772

www.newleafpsych.com













The Following information is option to fill out, 

however, it will be reviewed with your therapist 
during the first session. 

Relationship History and Current Familv: 
Are you currently: ( ) Married () Partnered ( ) Divorced () Single ( ) Widowed 
How long? __ _ 
If not married, are you currently in a relationship? () Yes () No If yes, how long? 

----------

What is your spouse or significant other's occupation? ___________________ _ 
Describe your relationship with your spouse or significant other: 

Have you had any prior marriages? () Yes ()No.If so, how many? ______ _ 
How long? ________________________ _ 
Do you have children? () Yes () No If yes, list ages and gender: _______________ _ 

Describe your relationship with your children: 
----------------------

List everyone who currently lives with you: ______________________ _ 
Are you sexually active? () Yes () No 
How would you identify your sexual orientation? ______________ _ 
( ) Unsure ( ) Prefer not to answer 

Source of Information being provided to therapist: ____________ _ 

Current Symptoms Checklist: 
( ) Depressed mood ( ) Unable to enjoy activities 
( ) Loss of interest ( ) Concentration/forgetfulness 
( ) Excessive guilt ( ) Fatigue 
() Racing thoughts ( ) lmpulsivity 
() Increased libido ( ) Decrease need for sleep 
() Excessive energy () Increased irritability 
() Excessive worry () Anxiety attacks 
( )Visual Hallucinations () Audio Hallucinations ____ _ 
() Self-Injurious Behaviors 

() Sleep pattern disturbance 
( ) Change in appetite 
() Decreased libido 
( ) Increase risky behavior 
( ) Crying spells 
( ) Avoidance 
( ) Suspiciousness 
How many hours of sleep?: __ 

Describe: 
·--------------------------------

Additional Information: 

Substance Abuse History (complete for all patie11ts age 12 am/ over) 
Any current or previous substance issues? 
Have you ever been treated for alcohol or drug use or abuse? ( ) Yes ( ) No 
If yes, where were you treated and when 

--------------------------

Trauma History: 
Do you have a history of being abused emotionally, sexually, physically or by neglect? () Yes () No. 

Lakeside Office Park, Suite 504, Southampton, PA 18966 or 
4529 W Swamp Rd, Suite 305, Doylestown, PA 18902 

(p}215-354-0777 (f)215-354-0772 
www.newleafpsych.com 
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