INTAKE FORM
Ellie Zarrabian, Ph.D. 
(310) 498-3573 
www.centeronpeace.com 

ellie@centeronpeace.com
CLIENT INFORMATION:

NAME:___________________OCCUPATION: _____________________
HOME ADDRESS:_______________________________________________

CITY: ________________________STATE:_____ZIP CODE: ____________________

PHONE: __________________________ E-MAIL: _____________________
EMPLOYER____________________________________________________
BUSINESS: _______________________________________________ 

ADDRESS: _________________________________________________
PHONE: _______________EMAIL: _____________________ 

IN CASE OF EMERGENCY CONTACT: _____________________________________
Relation: ___________________________

Have you ever been in therapy/counseling?______

If yes, name of therapist/ psychologist:  _________________________________

Address:_____________________ Phone: _______________Email: _____________
How long did you work with this therapist/psychologist? _________________________

Have you ever had spiritual counseling? ________

If yes, name of Spiritual Center: ________________________________

Name of spiritual teacher: ________________Phone: ___________Email: __________

Do you have a spiritual practice? ___yes ___No 

If yes, what it is? _________________________

How long have you been practicing your spiritual practice? _______________
If you don’t have a practice are you interested in learning about meditation? ___yes   ___No

In order to help you better, Dr. Zarrabian might wish to contact your previous therapist or spiritual healer in order to get some information about your history. Would that be OK with you? ____Yes   _____No

Are you on any psychotropic (mind altering) medication? __ Yes  ___No
If yes, please list the names: ________________________
How long?___________________________

Have you ever attempted suicide? ______________________________________

If yes, how many times? ______________________When? __________________

What were the circumstances in your life at the time?________________________

___________________________________________________________________

____________________________________________________________________
Please initial the following statement indicating you have carefully read the statement.

___I understand Dr. Zarrabian fees are $___ per session. 
___I understand that I need to notify Dr Zarrabian 48 hours in advance incase of needing to cancel or re schedule my appointment, otherwise I am responsible for paying the full fee. 
___I understand that payment is due in advance or before the start of every session and that I can pay for the fees with cash or check. 

___I agree that in the event of any disagreements with Dr. Zarrabian method of counseling or professional recommendations, I will not resort to taking any legal actions against her. However, if we cannot reach any form of mutual agreement between us, I can exercise my option of seeking other outside interventions such as mediation and/or arbitration.   

CONFIDENTIALITY:  All information disclosed within sessions, including that of minors is confidential and may not be revealed to anyone without your written permission except where disclosure is permitted or required by law.  Disclosure may be required in the following circumstances: Please initial. 

1. Where there is reasonable suspicion of child abuse or abuse to a dependent and elder adult.  ____

2. When the patient communicates a credible threat of bodily injury to others.____

3. When the patient is suicidal.____

4. When disclosure is required pursuant to a legal proceeding._____

I have carefully read and initialed the above statements and agree to all its terms.

______________________

Print Name

_______________________

Signature

_______________________






Date

Please take some time to fill out the following questions so that I may get to know you better, address your concerns and help you reach your goals. Every six months we will re-visit these questions to see if you are happy with your therapy, if there has been improvement in your health and to see where you are at with your goals.  
1) List and give some detail about the problems/issues you are currently seeking help for?

2) On a pain scale of 1 to 10 (1= “no pain” and 10= “much pain”) where would you rate yourself right now in relation to the problems/ issues you’ve listed above? 
3) What do you hope to achieve for yourself in therapy/ healing? 

4) On a scale of 1 to 10 (1= “very low” and 10= “very high”) where would you say you are right now in relations to your achievements listed above?

5) On a scale of 1 to 10 (1= “very low” and 10= “very high”) how would you rate your motivation to stay in therapy and do the required work to change your life around?

6) How do you think or feel Dr. Zarrabian could be the right therapist/healer for you? 

7) After working with Dr. Zarrabian for some time now, how do you think your therapy is working out? If not so well, what could Dr. Zarrabian do differently to help you better? 
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