
Patient Information:

Patient’s Name__________________________  Age:______ Date of Birth:________________

Guardian’s Name: _________________________ Phone: ____________________

SS#:____________________ Phone: ____________________ Email:____________________

Address:______________________________ State:__________ Zip Code:_______________

Siblings Name(s): ___________________ Age:______ Sex: _____ Lives at home: _____
                 
                                ___________________ Age: ______ Sex: _____ Lives at home:_____ 

                                ___________________ Age: ______ Sex: _____ Lives at home:_____ 

                               ___________________ Age: ______ Sex: _____  Lives at home:_____  

School: _________________________________ Grade: _________

Guardian’s Occupation: __________________________  Employeer: ___________________

Primary Physician:_____________________________ Phone: ________________________

Address: ___________________________________State: ______     Zip:___________  

Medical history/ Psychiatric History: (Medications, Illnesses, hospitalizations, sugeries, doctor, 
prior counseling, drug / alcohol abuse treatment etc.)
____________________________________________________________________________
____________________________________________________________________________  
____________________________________________________________________________

Emergency Contact Information-

Name: ________________________________  Relationship: __________________________

Phone: _____________________________     Address: ______________________________

——————————————————————————————————————————

 

Referred By: __________________________________________________


