[bookmark: _GoBack]Client Information

Client Name ____________________________________  Today’s Date ________________

Best Phone _________________________     Can I leave a message? Y/N

2nd Phone _______________________ 

Address (including city, state and zip) _____________________________________________

Email ___________________________________________ 

Sex: M/F   Age ______ Birthdate ________

Status: Single/Married/ Separated/ Divorced or Child 

Occupation ____________________________________ 

Employer ______________________________________ 

Household Members (Include Name, Relationship, and age) ______________________________________________________________________________

______________________________________________________________________________

How did you hear about Straub Counseling and Consultation?____________________________

______________________________________________________________________________

Medical Information

Have you previously received any type of Mental Health Services? _____ Y _____N, If yes, 

When? ________________ Where? ____________________________________ 

With Whom? _________________________________________________________________

Was it helpful?________________________________________________________________

Current Medication and Dosage: _________________________________________________ 

 ________________________________________________________________________ 

Primary Care or Prescribing Physician ___________________________________________ 

Phone ________________________ Office Location___________________________________





Emergency Contact

In the event of an emergency, whom should I contact?
 
Name ___________________________________________________________

Relationship ______________________________________________________ 

Phone Numbers ____________________________________________________ 
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