
	

General	Information	

Name:		 	 	 Age:	 						DOB:																	Gender:	 										Marital	Status:		

Phone:		 	 	 Permission	to	call:	Y/N	 Occupation:	

Address:	

	

Reason	for	seeking	treatment:	

Briefly	describe	your	reason	for	seeking	treatment:		
_________________________________________________________________________________________________
_________________________________________________________________________________________________
______________________________________________________________________________________________	

When	did	this	begin?		_____________________________________________________	

Have	you	had	treatment	for	this	issue	in	the	past?		Was	it	helpful?	
________________________________________________________________________	

Please	list	past	psychological	diagnoses	and	treatments:	
_________________________________________________________________________________________________
_________________________________________________________________________________________________	

Please	list	all	current	medications:	
_________________________________________________________________________________________________
_________________________________________________________________________________________________	

Please	list	medical	conditions	that	may	be	contributing	to	your	current	symptom(s):		
_________________________________________________________________________________________________
_________________________________________________________________________________________________	

Please	list	mental	health	conditions	that	may	be	contributing	to	your	current	
symptom(s):		
_________________________________________________________________________________________________
_________________________________________________________________________________________________	

	

Name:	_________________________________________	 Date:	____________	 	 	
	 	 	 	 	 	 	


