	CLIENT INFORMATION


Name: _________________________________________________________________

Address: _______________________________________________________________



Street




City

State

Zip

Birth Date: _____________________________ Age: ____________ Gender: ________

Referred By:  ____________________________________________________________
Relationship Status: Circle One:    Single      Married      Separated      Divorced     Cohab.

Number of Children: ____________________

Client’s Siblings (Age & Sex) _______________________________________________

Mother Living____ Age ____Deceased ____ Age ____; Father Living ____Age_____ 

Deceased _____Age____

Employed By: ___________________________________________________________

Business Address: ________________________________________________________

Business Phone: ___________________ Position: ______________________________

Name of nearest relative not living with you: ___________________________________

Relationship: ____________________________________________________________

Complete Address: ________________________________________________________
Previous Psychological Treatment (Type & Dates): ______________________________

________________________________________________________________________

________________________________________________________________________
Person Responsible for Account: _____________________________________________

Address, if not same as above: _______________________________________________

Primary Care Physician: ___________________________________________________

Address:  _________________________________________ Phone: ________________


Current/Chronic Medical Problems: __________________________________________

________________________________________________________________________

Current Medications: ______________________________________________________
________________________________________________________________________
Your Psychiatrist (if you have one): __________________________________________

Office Address: ________________________________ Phone: ____________________

Psychiatric medications: ___________________________________________________

Psychiatric hospitalizations and their dates: ____________________________________

_______________________________________________________________________

	CONTACT INFORMATION


Email address:____________________________________________________________

Home Phone:________________________________ Best Time to Call:_____________

May I leave a message on your home phone?        Yes      No

Work Phone:________________________________   Best Time to Call:_____________

May I leave a message on your work phone?        Yes      No

Cell Phone:__________________________________ Best Time to Call:_____________

May I leave a message on your cell phone?        Yes      No

Parent to contact if client is a child: __________________________________________

Parent’s Phone Number: ___________________________________________________

	EMERGENCY CONTACT INFORMATION


Name: __________________________________ Relationship to you: _____________

Address: _______________________________________________________________



Street




City

State

Zip

Home Phone: ___________________________ Work Phone: ____________________
