[image: ]                                         		
             		E: drbelyani@gmail.com  
                        	M: 07580 552 195 
	                                                                                                                       W: www.drbelyani.com	


Dr Haneyeh Belyani
Intake & Consent Form

Please take the time to complete this form for my records. This form is to be completed by clients aged 13 and above. 
For clients aged 12 or under, this form will need to be completed by a parent, carer or legal guardian.  
All information shared on this form and in sessions will be processed and held securely and within data protection laws and guidelines. Further information is provided in my Privacy Policy which can be found on www.drbelyani.com/policies/    

Personal Details 
Full Name:  _________________________________________________________________

Date of Birth:___________________________  Mobile Number:_______________________

Home telephone Number: _____________________________________________________

Email:______________________________________________________________________

Address:____________________________________________________________________

___________________________________________________________________________

I may need to contact you at times to confirm, cancel or rearrange a session, send you information or for other purposes relating to our work. Please tick which methods of communication you consent to.

Methods of communication:	Txt [ ]		Call [ ]		Email [ ]

Personal & Professional Network
This section asks about your personal and professional network. Please complete this as fully as you can. I will not make contact with your personal and professional network unless I have your consent and we have discussed it. The only exception to this is if I feel that you are at risk of harm to yourself and/or others. I will not need consent to share information in such instances, although I will endeavour to discuss this with you if possible and safe to do so.

· Next Of Kin
Next of Kin name & relationship 
(parent or carer details if aged 18 or under): _______________________________________

Next of Kin contact number: ____________________________________________________

Consent to contact/share information with Next of Kin:   Yes [ ]     No [ ]  


· GP
GP Name: __________________________________________________________________

GP Address: ________________________________________________________________

GP Contact Number: __________________________________________________________

Consent to contact/share information with GP:   Yes [ ]          No [ ]

· Psychiatrist
Psychiatrist Name: ____________________________________________________________

Psychiatrist Address: __________________________________________________________

Psychiatrist Contact Number: ___________________________________________________

Current Medication (Name & Dose):______________________________________________

___________________________________________________________________________

Consent to contact/share information with Psychiatrist:   Yes [ ]          No [ ]

· Social Worker
Name of Social Work: ________________________________________________________

Social Worker Contact Details: _________________________________________________

Consent to contact/share information with Social Worker:   Yes [ ]          No [ ]




· Insurance or Third-Party Funding 
Name of insurance provider: ____________________________________________________

Please provide details given to you regarding this claim:
(Difference insurance companies call it different things but typically you will be given a membership no/reference no/claim no/authorisation code) 
___________________________________________________________________________

___________________________________________________________________________

If an insurance company or funding agency is funding your therapy, they will typically expect to be informed of sessions attended, sessions missed, a summary of the work, clinical formulations and recommendations.

Consent to contact/share information with insurance company/funding agency:   Yes [ ] No [ ]

· Additional Contacts
Named Persons and contact details (Please provide details of any other individuals that you consent for me to share information with):   
___________________________________________________________________________

___________________________________________________________________________

Consent to contact/share information with the person named above:   Yes [ ]          No [ ]

Signature 
	
Print Name:


Signature:


Date:
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