
NEW CLIENT  INFORMATION

Name: ________________________________________________  Date of  Birth:  ____________________

Home Phone: _________________  Cell Phone: _________________  Work Phone: _________________  

Please let me know which of  these are ok to leave messages on. _______________________________________ 

Address:  _________________________________________________________________________________ 

Email: ___________________________________________________________________________________ 

 

Would you like appointment reminders emailed to you.                         YES                 NO                           

Primary Care Provider:  ____________________________________________  Phone:  _________________ 

Pharmacy  _______________________________________________________  Phone:  _________________ 

Current Medications (If  applicable) :  __________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

Please list any outside mental health providers that you currently see and their phone numbers. 

Name:  __________________________________________________________   Phone:  _________________ 

Name:  __________________________________________________________   Phone:  _________________ 

Emergency Contact: _______________________________________________   Phone:  _________________ 

Insurance Company  (If  applicable) :  __________________________________________________________

Pleas e  p rov id e  add i t i ona l  in fo r mat i on  o r  comment s  on  th e  back .  T hank  You .



NEW CLIENT  INFORMATION con t inued

Br ie f ly  l i s t  or  descr ibe reason(s )  for  coming:   __________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

Past  mental  heal th treatment :  ______________________________________________________________ 

________________________________________________________________________________________

________________________________________________________________________________________

 

Lis t  any pr ior  psychiatr ic  medicat ions :  _______________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

Lis t  any a l lerg ies  or  medicat ion react ions :   _____________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

Current and Past Medical Problems: _________________________________________________________ 

________________________________________________________________________________________

________________________________________________________________________________________

Lis t  current  school ,  g rade,  past  schools  and locat ions  ( I f  cl i en t  i s  a  minor ) :   _________________________

 

________________________________________________________________________________________

________________________________________________________________________________________

Current  job and employer  ( I f  app l i cabl e ) :     ______________________________________________________

________________________________________________________________________________________

Pleas e  p rov id e  add i t i ona l  in fo r mat i on  o r  comment s  on  th e  back .  T hank  You .


