PERSONAL INFORMATION

Name:                 





Date of Birth:


Address:










Phone (H/W/C):




Home/Work/Cell:


 

Automobile Make/Model/License Plate #:






Emergency Contact Name/Phone/Relationship:






People residing in Household:

Name

Gender
Age

Relationship

How long?  
Referred by:









Do you grant me permission to contact them? (Yes) (No) Signed:


Health Insurance: Primary



Secondary





ID Number:



Primary Plan Holder



Employer Name for Plan:







What brings you in today/why now?

How will you pay for therapy?








Name:

Date:

Personal Information Page 2

Primary Care Physician (Name/Address)


















Psychiatrist Current/ In the past (Name/Address)  





(PCP) Do you grant me permission to contact them? (Yes) (No) Signed:
 (Psychiatrist) Do you grant me permission to contact them? (Yes) (No)
 

Medical Condition Being Treated For: _______________________________
Prescription / Over the Counter Medication Taken:

Name

Amount


Frequency

Reason


Previous Therapy Experiences:

Name/Address


Dates of Service

Reason

Do you use:


 

Yes/No
What kind
How often

Tobacco




___________________________________

Alcohol Beverages


___________________________________

Recreational drugs (Marijuana, cocaine etc.)____________________________

Caffeine (soda, coffee, tea, chocolate)_________________________________

Name:

Date:
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Job Position Held in Past 5 Years

Dates

Company



Job Titles and Skills

Significant People Not Residing in Household:

Name
Gender

Age

Relationship

Location

Important Family Events:

Dates

Marriages/Birth/Death/Separations/Divorces/Adoption

 Safety Plan Contact Name/Phone Number/ Relationship:


  

