
James M. Benedick, Ed.D
  Psychotherapist

5104 North Lockwood Ridge Road    Doctor of Education in Counseling Psychology
Suite 3            Master of Social Work
Sarasota, FL  34234-3113                Board Certified Diplomate in:

              Clinical Social Work
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(941) 358-0234(Fax)                            Clinical Forensic Counseling 
jimbenedick@gmail.com                  LCSW # SW2451
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REGISTRATION FORM

NAME__________________________________________________________________________________________________________

ADDRESS___________________________________________________________________________ APT #_____________________

CITY/STATE/ZIP_________________________________________________________________________________________________

PHONE______________________  CELL PHONE______________________EMAIL ADDRESS_______________________________

AGE__________Referred By:______________________________________________________________________________________

BIRTH DATE__________________________________SOCIAL SECURITY NO. ____________________________________________

INSURANCE NAME___________________________________________INSURANCE#______________________GRP#___________

OCCUPATION___________________________________________________________________________________________________

EMPLOYER NAME/ADDRESS_____________________________________________________________________________________

________________________________________________________________________________________________________________

EMPLOYER PHONE _____________________________________________________________________________________________

SPOUSE NAME_________________________________SPOUSEʼS EMPLOYER & PHONE _________________________________

CHILDRENʼS NAME/AGE:________________________________________________________________________________________

LIST DOCTORS AND ANY MEDICATION YOU ARE TAKING:________________________________________________________

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

LIST ALL OVER THE COUNTER MEDICATIONS:

________________________________________________________________________________________________________________

DO YOU SMOKE?_________WHAT BRAND?________________________HOW MANY PER DAY?_______

DO YOU DRINK CAFFEINATED BEVERAGES?_______WHAT KIND?_____________________HOW MUCH?_______________

DO YOU DRINK ALCOHOLIC BEVERAGES?_________WHAT?____________________HOW OFTEN?_____________________

WHAT WOULD YOU LIKE HELP WITH?___________________________________________________________________________

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

SIGNATURE___________________________________________________________________DATE____________________________

PAYMENT IS DUE AT TIME OF SERVICE
FULL FEE WILL BE CHARGED FOR APPOINTMENTS CANCELED WITH LESS THAN 24 HOURS NOTICE.


