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New Client Information: 
 
Name:____________________________ 
 
Address:__________________________ City:_____________     State:_____    Zip:_________ 
 
Home Phone:______________________ Cell Phone:_____________________ 
 
E-mail Address:_________________________________________________ 
 
Birthdate:_________________________ Social Security #:___________________________ 
 
Marital Status:______________________ Referred by:________________________ 
 
Medical Information 
 
Reason for seeking help:_______________________________________________________________ 
 
______________________________________ Date when the problem first began:_________________ 
 
Are you now under a doctor’s care?___________ If yes, name of doctor___________________________ 
 
Reason for doctor’s care_______________________________________________________________ 
 
Are you taking any medication?_____________ If yes, what kind?_______________________________ 
 
Reason for medication______________________ Last medical examination___________________ 
 
Have you ever been hospitalized for a physical illness?____  Describe______________________________ 
 
Have you ever been hospitalized for a mental illness?____  Describe_______________________________ 
 
Family Information: 
 
Client currently lives with:  __Family  __Roommate  __Alone.  If married, length of current marriage:______ 
 
Spouse:________________    Father:________________ 
 
Children:_______________    Mother:________________ 
 
    _______________    Siblings:________________ 
 
    _______________               ________________ 
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Statement of Understanding 
I hereby agree that I am seeking mental health services and agree to be treated by Keith R. Bayer, LCSW. I am aware of the policies 
contained below and agree voluntarily to participate in the treatment process. 
 
Confidentiality 
All information discussed in your sessions is considered totally confidential and will not be released to anyone without your 
expressed written permission. (A formal Release of Information Form provided by my office or by another professional’s office is 
often used, but any signed letter clearly stating your request for records to be released will suffice.)  The laws of the State of Illinois 
require that, in certain situations, your therapist has a “duty to warn.” These situations include: child abuse, elder abuse, expressed 
intent to commit a serious crime, expressed intent to take someone’s life or to do bodily injury, including to oneself.  I understand 
this policy and agree to its conditions. 
 
Waiver of Responsibility 
Initiating and undergoing therapy is not a guarantee of results. Many factors contribute to treatment outcome. It is the responsibility 
of the therapist to provide treatment recommendations consistent with established guidelines and to do so in a manner consistent 
with the Code of Ethics and laws of the state of Illinois. Aside from those ethical and legal obligations, I hereby release Keith R. 
Bayer, LCSW of all responsibility for any actions I might take inside or outside therapy. 
 
Appointment and Cancellation Policy 
Every effort will be made to reserve a regularly scheduled appointment time for you.  You will be notified well in advance of any 
cancellations.   Should an illness or emergency occur, Keith will make every effort to notify you and reschedule at the next 
convenient time. 
If you need to cancellation or reschedule an appointment, a minimum of 24 hours is required or charges for services will be 
incurred. 
 
Messages and Emergencies 
Voicemail is available at all times during the day or night.  Messages will be checked, periodically, between the hours of 9 AM and 8 
PM, daily.  Calls will be returned within 24 hours.   If you are in crisis, or there is an emergency, you should call 911 or proceed to 
the nearest hospital emergency room and ask for help. 
 
Payment 
Payment is expected at the time of treatment.  Checks or cash are accepted. 
 
 
 
 
______________________________________________      ________________ 
Client’s Signature        date 
 
 
______________________________________________ 
Client’s name printed clearly 
 
 
______________________________________________ 
Keith R. Bayer, MSW, LCSW 
 


