Marian Camden, Psy.D., LLC
Licensed Psychologist

7500 E. Arapahoe Road, Suite 375
Centennial, CO 80112

CONTRACT FOR PSYCHOLOGICAL TESTING

Client information:







 


Name:  _____________________________________________________________DOB:_________________
Street____________________________ City__________________________State____Zip Code________   

Home number____________________   Work number___________________ Cell number______________
Employer_________________________ Position_______________________________________________

Financially responsible party information, if different from client named above or parents/guardians of child client named above:
Name______________________________DOB_________________SSN#__________________________

Street______________________________City__________________Zip  Code_______________________

Home phone_________________________Work phone___________Cell phone______________________

Employer___________________________Position_______________Employer phone__________________ 
.

Disclosure of Client Rights and Responsibilities and Policies of This Office

While some of this information pertains more to counseling and therapy than it does to psychological testing, you are entitled to the following information and are welcome to ask questions as needed.

Dr. Camden is a psychologist licensed in the state of Colorado since 1997.  She completed a master's degree in counseling and general psychology at the University of West Florida in 1991 and a doctorate in professional psychology at the University of Denver Graduate School of Professional Psychology in 1995.  Her training at the University of Denver was approved by the American Psychological Association as was her pre-doctoral internship site at Indiana University Counseling and Psychological Services.  Dr. Camden specializes in family systems and child and family therapy as well as trauma recovery.  She is trained in EMDR and pursues ongoing continuing education in a variety of areas, particularly in divorce-related matters and the neurobiology of psychotherapy.

The practice of licensed or registered persons in the field of psychotherapy is regulated by the Mental Health Licensing Section of the Division of Registrations. The Board of Psychologist Examiners can be reached at 1560 Broadway, Suite 1350, Denver, Colorado 80202, (303) 894-7800.  As to the regulatory requirements applicable to mental health professionals: a Licensed Clinical Social Worker, a Licensed Marriage and Family Therapist, and a Licensed Professional Counselor must hold a masters degree in their profession and have two years of post-masters supervision. A Licensed Psychologist must hold a doctorate degree in psychology and have one year of post-doctoral supervision.  A Licensed Social Worker must hold a masters degree in social work. A Psychologist Candidate, a Marriage and Family Therapist Candidate, and a Licensed Professional Counselor Candidate must hold the necessary licensing degree and be in the process of completing the required supervision for licensure. A Certified Addiction Counselor I (CAC I) must be a high school graduate, and  complete required training hours and 1,000 hours of supervised experience. A CAC II must complete additional required training hours and 2,000 hours of supervised experience. A CAC III must have a bachelors degree in behavioral health, and complete additional required training hours and 2,000 hours of supervised experience. A Licensed Addiction Counselor must have a clinical masters degree and meet the CAC III requirements. A Registered Psychotherapist is registered with the State Board of Registered Psychotherapists, is not licensed or certified, and no degree, training or experience is required.  

You are entitled, to receive information from your therapist about the methods of therapy, the techniques used, the duration of your therapy, if known, and the fee structure.  You can seek a second opinion from another therapist or terminate therapy at any time. 

In a professional relationship, sexual intimacy is never appropriate and should be reported to the board that licenses, registers, or certifies the licensee, registrant or certificate holder.

Generally speaking, the information provided by and to the client during therapy sessions is legally confidential and cannot be released without the client’s consent. There are exceptions to this confidentiality, some of which are listed in section 12-43-218 as well as other exceptions in Colorado and Federal law. For example, mental health professionals are required to report suspected child abuse to authorities.  If a legal exception arises during therapy, if feasible, you will be informed accordingly.  

Fees:  Payment in full is required at the beginning of the evaluation unless prior arrangements have been made.  You are responsible for all charges for professional services rendered on behalf of the identified client.

I have read the preceding information, it has also been provided verbally, and I understand my rights as a client or as the client’s responsible party. 

_______________________________________________

Print Client’s name

 _______________________________________________            
____________

 Client’s or Responsible Party’s Signature


 
            Date 

If signed by Responsible Party, please state relationship to client and authority to consent:

_________________________________________________________________________

	Name:
	
	
	DOB:
	

	Marital status:   
	( Single     ( Partnered     ( Married     ( Separated     ( Divorced     ( Widowed

	Approximate date of last physical exam:  
	
	Approximate date of last dental exam:
	

	Childhood illness:
	( Measles    ( Mumps    ( Rubella    ( Chickenpox   
 ( Rheumatic Fever   ( Polio  ( Other__________________________

	Immunizations 
	(Tetanus
	
	( Pneumonia
	

	
	(Hepatitis
	
	( Chickenpox
	

	
	(Influenza
	
	( MMR Measles, Mumps, Rubella
	


Personal Health History

	Illness or Condition
	Yes/No
	Current
	Past (Dates)
	Severity
	Treatment
	Outcome

	Asthma
	
	
	
	
	
	

	Allergies
	
	
	
	
	
	

	Headaches
	
	
	
	
	
	

	Epilepsy/Seizure Disorder
	
	
	
	
	
	

	Digestive Disorders
	
	
	
	
	
	

	Cancer  Type_______________
	
	
	
	
	
	

	Diabetes
	
	
	
	
	
	

	Breathing Problems
	
	
	
	
	
	

	Immune System Problems
	
	
	
	
	
	

	Heart Disease
	
	
	
	
	
	

	High blood pressure
	
	
	
	
	
	

	Stroke
	
	
	
	
	
	

	Arthritis
	
	
	
	
	
	

	Vision Problems
	
	
	
	
	
	

	Hearing Problems
	
	
	
	
	
	

	Urinary Disorders
	
	
	
	
	
	

	Tuberulosis
	
	
	
	
	
	

	Thyroid Disorders
	
	
	
	
	
	

	Multiple Sclerosis
	
	
	
	
	
	

	Chronic Fatigue Syndrome
	
	
	
	
	
	

	Fibromyalgia
	
	
	
	
	
	

	Sleep Problems
	
	
	
	
	
	

	Back Problems
	
	
	
	
	
	

	Serious injury or accident
	
	
	
	
	
	

	Other______________________
	
	
	
	
	
	

	List your prescribed drugs and over-the-counter drugs, such as vitamins, supplements, and inhalers

	Name the Drug
	Strength
	Frequency Taken

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Allergies to medications

	Name the Drug
	Reaction You Had

	
	

	
	

	
	

	

	

	HEALTH HABITS 

	Exercise
	( Sedentary (No exercise)

	
	( Mild exercise (i.e., climb stairs, walk 3 blocks, golf)

	
	( Occasional vigorous exercise (i.e., work or recreation, less than 4x/week for 30 min.)

	
	( Regular vigorous exercise (i.e., work or recreation 4x/week for 30 minutes)

	Diet
	Are you dieting?
	(
	Yes
	(
	No

	
	If yes, are you on a physician prescribed medical diet?
	(
	Yes
	(
	No

	
	# of meals you eat in an average day?

	Caffeine
	( None
	( Coffee—how many cups per day
	( Tea—how much per day?
	( Cola  how much per day?
	    Energy drinks---how      many per day?

	Alcohol
	Do you drink alcohol?
	(
	Yes
	(
	No

	
	If yes, what kind?

	
	How many drinks per week on average?

	
	Are you concerned about the amount you drink?
	(
	Yes
	(
	No

	
	Have others expressed concern about the amount you drink?
	(
	Yes
	(
	No

	
	Have you ever experienced blackouts?
	(
	Yes
	(
	No

	
	Are you prone to “binge” drinking?
	(
	Yes
	(
	No

	
	Do you drive after drinking?
	(
	Yes
	(
	No

	Tobacco
	Do you use tobacco?
	(
	Yes
	(
	No

	
	(  Cigarettes – pks./day
	(  Chew - #/day
	(  Pipe - #/day
	(  Cigars - #/day

	
	(  # of years
	(  Or year quit

	Mental and Emotional Health



	Is stress a major problem for you?  What are your major stressors?
	(
	Yes
	(
	No

	Do you often feel depressed?
	(
	Yes
	(
	No

	Do you often feel anxious?
	(
	Yes
	(
	No

	Do you have frequent problems with eating too much or too little?
	(
	Yes
	(
	No

	Do you cry frequently?
	(
	Yes
	(
	No

	Have you ever attempted suicide?
	(
	Yes
	(
	No

	Have you ever seriously thought about hurting yourself?
	(
	Yes
	(
	No

	Do you have trouble sleeping?
	(
	Yes
	(
	No

	Have you been physically, sexually, or mentally abused?
	(
	Yes
	(
	No

	Hear voices or see things others do not see?
	(
	Yes
	(
	No

	Lose time or experience non-substance related black outs?
	(
	Yes
	(
	No



	Illness or Condition
	Relative (example:  Maternal Uncle)
	Now
	Past 
	Severity
	Treatment
	Outcome

	Asthma
	
	
	
	
	
	

	Allergies
	
	
	
	
	
	

	Headaches
	
	
	
	
	
	

	Epilepsy/Seizure Disorder
	
	
	
	
	
	

	Digestive Disorders
	
	
	
	
	
	

	Cancer  Type_______________
	
	
	
	
	
	

	Diabetes
	
	
	
	
	
	

	Breathing Problems
	
	
	
	
	
	

	Immune System Problems
	
	
	
	
	
	

	Heart Disease
	
	
	
	
	
	

	High blood pressure
	
	
	
	
	
	

	Stroke
	
	
	
	
	
	

	Arthritis
	
	
	
	
	
	

	Vision Problems
	
	
	
	
	
	

	Hearing Problems
	
	
	
	
	
	

	Urinary Disorders
	
	
	
	
	
	

	Tuberulosis
	
	
	
	
	
	

	Thyroid Disorders
	
	
	
	
	
	

	Multiple Sclerosis
	
	
	
	
	
	

	Chronic Fatigue Syndrome
	
	
	
	
	
	

	Fibromyalgia
	
	
	
	
	
	

	Sleep Problems
	
	
	
	
	
	

	Back Problems
	
	
	
	
	
	

	Serious injury or accident
	
	
	
	
	
	

	Other physical problem______
	
	
	
	
	
	

	Anxiety
	
	
	
	
	
	

	Depression
	
	
	
	
	
	

	Bipolar mood disorder
	
	
	
	
	
	

	Trauma/Posttraumatic Stress
	
	
	
	
	
	

	Paranoia/ /Schizophrenia
	
	
	
	
	
	

	Alcoholism/drug abuse
	
	
	
	
	
	

	Other mental illness__________
	
	
	
	
	
	


What other things do you wish the evaluator to know about your physical or mental health, about your upbringing, and your current life?
FAMILY MEDICAL HISTORY: PARENTS, GRANDPARENTS, AUNTS, UNCLES, SIBLINGS, COUSINS








