Consultation Information Form

If you are interested in either the weekend intensive or the 10-hour consultation model with Maggie Phillips, PhD, please fill out the following form.
Name: 
_________________________________________________________
Phone (Day): _______________________________

Address:
_________________________________________________________
Phone (Eve): _______________________________

     
_________________________________________________________
Email Address (important): 

City/State/Zip: ____________________________________________________
__________________________________________

Country:
_____________________________
Please describe the purpose for your consultation. Be sure to disclose any diagnoses, clinical difficulties, or medical problems you wish to explore: ______________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please formulate a specific desired outcome for your consultation experience. What do you hope to accomplish? ____________________________________________________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What kinds of previous treatment have you had for these problems? Please check all that apply and rank the top 3 that have been most effective for you using the numbers 1 (most effective), 2, and 3.

______ Physical therapy

______ Pain clinic

______ Pilates

______ Exercise program: Please describe: ________________________________________________________________________

______ Medications: Please list: _________________________________________________________________________________


____________________________________________________________________________________________________


____________________________________________________________________________________________________

______ Massage therapy

______ Biofeedback 

______ Neurofeedback

______ Acupuncture

______ Somatic Experiencing or other body-focused psychotherapy

______ Hypnosis

______ EMDR

______ Outpatient hospitalizations: Please specify: ________________________________________________________________

______ Inpatient hospitalizations: Please specify: __________________________________________________________________

______ Other:  Please specify: __________________________________________________________________________________

____________________________________________________________________________________________________________

Are you now in psychotherapy at this time? _____ If so, what type of therapy are you using and how long have you been involved? ____________________________________________________________________________________________________________

If you are in therapy at this time, you must have your therapist's permission to proceed with consultation. Please provide your therapist's information:


Therapist’s Name: ______________________________________________

Phone Number: ________________________________________________
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Other Contact Information such as email, fax, and regular mailing address:

______________________________________________________________

______________________________________________________________ 

Feel free to add name and contact information for any other professionals you’d like me to contact:

______________________________________________________________

______________________________________________________________

______________________________________________________________
______________________________________________________________

______________________________________________________________

Informed Consent:


I, ___________________________,(name) authorize Maggie Phillips, PhD, 2768 Darnby Dr., Oakland, CA 94611, License # PSY11006, to exchange information with the professionals named above for the purpose of coordinating my treatment. I understand that my records are protected under Federal and State confidentiality regulations and cannot be disclosed to anyone without my written consent. I also understand that I may revoke this consent at any time. Executed this ___ day of ______, 200__.

Signature of Participant: _____________________________________________

Trauma History


Please create and submit a detailed trauma history (attach additional pages to this form). Include the following:


Birth trauma


Early childhood disease, health problems, or surgeries


Childhood physical, sexual, emotional, or ritual abuse


Sudden or significant loss including divorce and death of parents or close family members

Accidents

Injuries

Intrusive medical procedures including all surgeries and their outcome(s)

Any health crises

Add any other important life experiences you’d like me to know about in relation to your presenting concerns and questions.

Please return this completed form and your detailed trauma history to our office. When this is received, you will be contacted for a brief telephone interview to make sure this type of consultation is appropriate for your circumstances. Thank you for your interest in working with me. Please send the form to:
Maggie Phillips, Ph.D.





2768 Darnby Dr.





Oakland CA 94611





Fax: 510-531-5345 (if you fax, call 510-655-3843 to make sure your fax was received).
