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Client Information 

 
Please Print: 
 

Name:_________________________________________ Date of Birth:___/___/___  
 

Address:______________________________  City & Zip:______________________  

 

Sex: Male__Female__                             

 

Home Phone: (           )                                     Confidential voice message OK?______ 

 

Work Phone: (           )                                      Confidential voice message OK?______ 

 

Cell Phone: (            )                                        Confidential voice message OK?______ 

 

Employer/ School:________________________________________________________ 

Marital Status:    Married___   Single___   Divorced___   Widowed___ 

 

Name, Age, Relationship Other Family Members:_______________________________ 
________________________________________________________________________ 
_______________________________________________________________________ 
_______________________________________________________________________ 

If Partner is attending: Name_________________________ Date of Birth_________ 
                                        

Emergency Contact:_______________________________Phone:  (____ )_   ________ 

Family Physician Name:____________________________Phone: (______)_____________     

Address:___________________________________ City:_______________________ Zip:___________ 

Relevant Medical Conditions (history, current status):_________________________________________ 
_____________________________________________________________________________________ 
 

Medications (dosage, name of prescribing professional):_______________________________________ 
_____________________________________________________________________________________ 
 

Previous Psychotherapy Treatment (If yes - approximate dates and name of therapist):______________ 
________________________________________________________________________________________
____________________________________________________________________________________ 
 

Referred by:____________________________________________________________ 
 

If Seeking Insurance Reimbursement: 

Name of Insurance Company:__________________________________________ 

Phone Number of Insurance Company:    (           )                                                  

Insured Name:________________________________Date of Birth:___________ 

Insured Employer:__________________________________________________ 

Policy Number:______________________________________________________  


