
Richard Todd Rentz, LMFT                               
RTRSTAR, LLC 

Therapy for Individuals, Couples & Families 

401 Kamakee St., 4th Floor  Honolulu, Hawai’i 96814 (808) 800-1425 

todd.rentz@gmail.com 

www.richardtoddrentzlmft.com  

 

Client History  

Name: ______________________________________  DOB: ___________  Date: __________  

Address: _______________________________________________________________________  

Telephone: __________________ Cell Phone: ______________________ 

Emergency Contact Name: _________________________________Phone: _________________  

Reason for coming to therapy: 

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 

Have you seen a therapist before? If so, why? 

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 

Previous therapist’s name: ______________________________________ 

Length of past treatment: _______________________________________ 

Are you taking any medication? If so, what?  ________________________________________________________ 

______________________________________________________________________________________________  

Who is your treating psychiatrist? ________________________________  

Insurance Information:  

Insured Name: _______________________________________________ Relationship to Client: ________________ 

Insurance Company Name and #: _______________________________  

Marital Status: Single ___ Married ___  

Employers Name:______________________________________________  Are you a full time Student? ________  

Please describe your current living situation and who lives in the home: ___________________________________ 

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 



Does client suffer from the following? (Check all applicable)  

☐Allergies  

☐Seizures  

☐Frequent illness 

☐Anxiety  

☐Speech  

☐Depression  

☐Physical Abuse  

☐Schizophrenia  

☐Panic Attacks  

☐Sleep Disorder  

☐Trauma  

☐Autism  

☐Severe mood swings  

☐Eye Problems  

☐Difficulty making friends  

☐ADHD/ADD  

☐Suicide Attempts  

☐Bipolar Disorder  

☐Borderline personality  

☐Substance Abuse  

☐Sexual Abuse  

☐Divorce/Separation  

☐Death of loved one  

☐Disordered Eating  

☐Anger/Aggression  

☐Paranoia  

☐Obsessions/compulsions  

☐Arrests/Incarceration  

☐Fire setting  

 

Has client ever been hospitalized for a psychological reason? If so, why and when? 

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 

Is there a history of mental illness in client’s family? Please describe:  

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 

Client’s Financial Agreement:  

I willingly consent to services and my therapist has explained the limits of confidentiality to me, including the need to 

report any physical or sexual abuse and threats of harm to myself or others. I will notify RTRSTAR, LLC of any 

changes to this information, or to my health. I understand I am accountable for any balance and co-payment I may 

acquire through therapy services, regardless of my insurance status. All the information above is completed to the best 

of my knowledge. My signature authorizes RTRSTAR, LLC to release any necessary information my insurance 

company may need to process my claim.  

 

Client Signature: ______________________________________  Date: ______________ 
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