Basic Information

Contact:

Name:  _____________________________________________

Address (street, city, zip): __________________________________________________

Email:
_____________________________________________

Home Phone: 
__________________________ 
Messages OK? ______ 

Cell Phone: 
__________________________
Messages OK? ______ 
Emergency Contact 

Name: __________________________________

Relationship: ______________________________

Phone number: ____________________________

Client Information:

Date of Birth: _______________ 

Age: ______________ 

Gender: ____________________

Sexual Orientation: ____________


Race/Ethnicity: ______________ 



If immigrant, please specify county of origin and immigration date: _________________

If parents born outside of U.S., please specify countries:___________________________

Occupation: _________________ 

Current Medications (list length of time used and dosage):


Psychiatric:


Non-psychiatric:

Please list previous therapy experience along with approximate treatment dates and type: individual or couples.  Generally what was your experience of therapy? Was there anything that was particularly helpful or not helpful? 

Reasons for seeking treatment & goals:

Referral Source: 







