Name: _______________________________________________ 

Today's Date: _______________

Address: _________________________________
Telephone:  (home) _________________ (cell) __________________

Social Security Number:  ___________________________  

Date of birth (MM/DD/YY):  __________  Age:  ___________

E-mail address: ______________________________

	


Referred by:__________________________________

Telephone: ________________________________

	


Emergency Contact: _________________________ (relationship)___________________

Telephone: ______________________

Address: ___________________________________ ___________________________________________________

Permission to call your emergency contact if needed (e.g., if you are physically ill, etc.)?    Yes
  No



Please provide the names, telephone numbers, and addresses of any other professionals who are involved in your treatment.  If you would like me to speak with them about your treatment, please fill out the Release of Information.

Psychiatrist/Psychopharmacologist

Name: ________________________________________________________

Address:  ______________________________________________________

Telephone number:  ____________________________________________

Frequency of visits:  _____________________  Length of time in treatment:  ____________________

Date of last visit (approx.):  __ __ /__ __ / __ __              Release of Information:   Yes  No

Psychologist/Therapist

Name: _________________________________________________________

Address:  _______________________________________________________

Telephone number:  _____________________________________________

Frequency of visits:  _____________________  Length of time in treatment:  ____________________

Date of last visit (approx.):  __ __ /__ __ / __ __              Release of Information:   Yes  No

General Practitioner

Name: __________________________________________________________

Address:  _______________________________________________________

Telephone number:  _____________________________________________

Frequency of visits:  _____________________  Length of time in treatment:  ____________________

Date of last visit (approx.):  __ __ /__ __ / __ __              Release of Information:   Yes  No

Family History:  Medical/Psychiatric

For the following family members, please list any emotional or physical illnesses. 

Mother/Stepmother:   living  deceased (date)  ________ (cause)_________________________

Medical Problems:  _______________________________________________________________________

Emotional Problems:  _____________________________________________________________________

Father/Stepfather:   living  deceased (date)  ________ (cause)___________________________

Medical Problems:  _______________________________________________________________________

Emotional Problems:  _____________________________________________________________________

Siblings:   living  deceased (date)  ________ (cause)_____________________________________

Gender:  ___________________________  Age:  ____________

Medical Problems:  _______________________________________________________________________

Emotional Problems:  _____________________________________________________________________

Siblings:   living  deceased (date)  ________ (cause)_____________________________________

Gender:  ___________________________  Age:  ____________

Medical Problems:  _______________________________________________________________________

Emotional Problems:  _____________________________________________________________________

Signature:  ______________________________   Date: _______________







