
Carol Cirabisi, M.S., L.M.F.T.                     License #MT2084 

The Moorings Professional Building                 Phone:       239-434-5855  
2335 Tamiami Trail North 303A     Fax:      239-596-6141  
Naples, FL  34103        email:          carol@MindfulLivingSWFL 

PATIENT INFORMATION:                                                                
 

Name:  ____________________________________________   Date of Birth:  ___________________________ 
 
Address: ____________________________________________________________________________________ 
 
City:  ______________________________________________________      Zip:  _________________________ 
 
Telephone(s):(H) ___________________   (W) ________________________ (C) ________________________ 
   Okay to leave message?  ________                 Okay to leave message? _______    Okay to leave message? ________  

 
Email address:  _________________________________ Occupation:  _________________________________ 
 
Employer:  __________________________________________________________________________________ 
 
Ethnicity: _____________________   Gender: ______________   Sexual Orientation:____________________ 
 
Insurance Company:  __________________________   Member ID# _________________________________ 
 
Contract # _______________________________ Insurance Company Phone # ____________________ 
 
Work status out of home:    Full-time       Part-time       Unemployed        Student     Retired 
 
Relationship status:    Single   Significant other, but not living together   
    Committed Relationship/Marriage   Divorced    Widowed 
  

Name of spouse/partner: ___________________________________________________________ 
  

How long together:  ___________________________________________________________ 
 
 
Children status:   None   Kids (how many?  ______)          Step-kids (how many? _____)  
  
Names:     Gender:     Age: 
 
___________________________________ ___________________________________ ______________ 
 
___________________________________ ___________________________________ ______________ 
 
___________________________________ ___________________________________ ______________ 
 
___________________________________ ___________________________________ ______________ 
 
___________________________________ ___________________________________ ______________ 
 
___________________________________ ___________________________________ ______________ 
 



 
Have you been in therapy before?  If so, when? (Please complete and sign Authorization Form)   
 
____________________________________________________________________________________________ 
 
How was the experience?  ____________________________________________________________________ 
 
 
What brings you to therapy now?  How long has this been a concern?  _____________________________ 
 
____________________________________________________________________________________________ 
 
____________________________________________________________________________________________ 
 
 
Please circle all present symptoms/concerns that apply: 
  
Adjustment problems   Aggressive behavior   Angry outbursts   
Alcohol/drug abuse   Anxiety                      Marital problems  
Work problems   Financial problems    Parent/child problems 
Sexual dysfunction   Weight/Food issues   Suicidal thoughts 
Chronic pain    Moodiness     Depression 
Insomnia    Grief      Interpersonal problems 
 
Are you on any medication?  If yes, what kind?  For what?  Who prescribes this for you? (Please complete 
and sign Authorization Form)  
 
____________________________________________________________________________________________ 
 
In case of emergency, who should be notified?  What is their phone number and relationship to you?  
 
____________________________________________________________________________________________ 
 
How did you hear about my services?  _________________________________________________________ 
 
 
 
 
 ___________________________________________________  _________________________________                 
                      (Signature)                               (Date)  


