
 Client Information 
 Full Name ______________________________________________ Today’sDate_________ 
 Preferred pronouns__________ Date of Birth__________ Age__________ 
 Home Address________________________________________________________________ 
 City ________________________________ State _______ Zip Code __________ 
 Phone __________________ Is it OK to contact you at home? _____OK to leave a message? _ 

 REASON FOR SEEKING TREATMENT: Please briefly describe the problems you are 
 experiencing. 
 ____________________________________________________________________________ 

 ____________________________________________________________________________ 

 ____________________________________________________________________________ 

 ____________________________________________________________________________ 
 What do you hope to be able to do or achieve as a result of treatment? 

 ____________________________________________________________________________ 

 ____________________________________________________________________________ 

 IN CASE OF EMERGENCY, PLEASE NOTIFY: 
 Name:______________________________________________ Relationship_____________ 
 Address_____________________________________________________________________ 
 Cell Phone______________________________ 

 List all medications that you currently use: 
 Medication(s)_________________________________________________________________ 
 ____________________________________________________________________________ 
 ____________________________________________________________________________ 
 ____________________________________________________________________________ 
 Name of Medication Prescriber:___________________________________________________ 
 Name of Primary Care Physician (PCP):____________________________________________ 


