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Full Name _____________________________________________________________________________________________________

Date of Birth  ______________________________________     Age  __________________________________________________

Address  _______________________________________________________________________________________________________

Home phone  ______________________________________     Okay to leave message?  _________________________

Work phone  _______________________________________      Who referred you?  _______________________________

Mobile phone  ______________________________________        Okay to thank referral source?  _________________

Occupation  ________________________________________     Employer  __________________________________________

Education  _________________________________________     Marital status  _____________________________________

Do you have children? __________________________     How many children?  ____________________________

Names of children living at home  _______________________________________________________________________

Emergency Contact  _______________________________________________________________________________________

Relationship  ______________________________________      Telephone Number  ______________________________

Primary Care Physician  _________________________________________________________________________________

Telephone Number  _________________________________________________________________________________________

Current Medications  _______________________________________________________________________________________

Chronic or serious illnesses  ______________________________________________________________________________

Allergies  ______________________________________________________________________________________________________

Client Information
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Current Psychiatrist  ______________________________________________________________________________________

Telephone Number  ____________________________________________________________ _____________________________

Do I have permission to call your Psychiatrist or Primary Care Physician?  ____________________

Person Financially Responsible for Account  _______________________________________________________

Relationship  _______________________________________    Home phone  _______________________________________

Work phone  _______________________________________    Mobile phone  ______________________________________

Address  _______________________________________________________________________________________________________

For Children and Families

If the patient(s) is a minor or dependent adult, who is the conservator or legally responsible 

party?  _________________________________________________________________________________________________________

Relationship  _______________________________________    Home phone  _______________________________________

Work phone  _______________________________________    Mobile phone  ______________________________________

Address  _______________________________________________________________________________________________________

Please describe your current concerns and how long you have been having these:

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

Signature  ______________________________________________________________       Date  ______________________________


