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Patient Information 

 

 

 

 

 

Patient Name: _______________________________ Today’s Date: ___________ 

Patient Social Security Number (required): ____________________________________ 

Date of Birth: ______________________ Occupation: ___________________________ 

Patient Address: _________________________________________________________ 

City: _____________________ State: _________ Zip: __________ Male (   ) Female (  ) 

Marital Status: Single  (  )  Married  (  ) Divorced  (  ) Separated  (  ) Widow/er  (  ) 

Parents/Guardians Names: (for patients 17 and younger) __________________________ 

For Minor Patient: School Name: __________________________ Grade: ____________ 

Referred By: _____________________________________________________________ 

Contact Phone Numbers: 

 Cell ______________________ OK To Leave Messages? ______ 

 Work _____________________ OK To Leave Messages? ______ 

 Home_____________________ OK To Leave Messages? _______ 

E-Mail Address for any correspondence: ____________________@_________________ 

Patient’s Primary Care Physician and Phone: ___________________________________ 

Patient’s Psychiatrist and Phone: _____________________________________________ 

Current Medications and Dosages: ___________________________________________ 

________________________________________________________________________

________________________________________________________________________

Presenting Problem: _______________________________________________________ 

________________________________________________________________________

How Long An Issue For You: _______________________________________________ 

________________________________________________________________________ 

________________________________________________________________________

________________________________________________________________________ 

Family Members Living With Patient (Name, Relationship, Age): __________________ 

________________________________________________________________________

________________________________________________________________________ 

________________________________________________________________________ 

Psychiatric/Psychological/Occupational Treatment History: ________________________ 

Surgical History: __________________________________________________________

____________________________________________________________________________________________________________
____________________________________________________________________________________________________________


