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NEW PATIENT INFORMATION

Welcome!

PLEASE PRINT CLEARLY  

Full Name_____________________________________________________________________

Email______________________________________________ Gender  M  F  Age: ______ Birth Date:________

Address____________________________________________City_____________State_______Zip___________

Social Security #_____________________  

Home Phone (_____)________________  Cell phone (____) ______________ Wk Phone (____)____________

Preferred Contact Number:_____________________

OK to Leave Message: Yes/No 

Martial Status (circle)    S  M  D  W     Children (number and age) ___________________     

Work Status(circle)   Full-time     Part-time    Retired     Disabled          Education/degree ___________________

Employer: ___________________________  Occupation______________________   

Employer Address __________________________________ City _______________ST______ zip____________

Name of Spouse, Parent or Guardian________________________ Age _____ Birth Date___________ 

Spouse’s Employer_______________________ Spouse’s Occupation_______________ Wk Phone___________

In case of emergency contact___________________________________________________Relationship_________________

Phone Number (___)_____________________ Cell (___)_______________ Wk Phone (____)_______________

Do you have Health Insurance?  Y   N      Plan/Group# _______________________      

From whom or where do you get your medical care?  _____________________________________________

How did you hear about our office? ____________________________________ 

Do you have any health conditions that concern you? (yes/no)

If yes, please describe: _____________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

Are you currently taking any medication? (yes/no)

If yes, please list name, reason, and duration: 

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

Have you received psychological services in the past? (yes/no)

If yes, when, for what, and for how long? ________________________________________________________

For what are you seeking help at this time? ______________________________________________________
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