
        Date____________________ 
 

PERSONAL DATA 
 
Name____________________________________ SS#___________________________ 
 
Address___________________________________ Sex__________ Age_____________ 
 
_________________________________________   Birth date_____________________ 
 
Phone____________________________________ Marital Status___________________ 
 
Employer_________________________________ Occupation_____________________ 
 
Address_________________________________________________________________ 
 
Phone___________________________________________________________________ 
 
Source of support if not employed: ___________________________________________ 
 
Spouse’s Name (or parent if under 18) ___________________________Age__________ 
 
Address_________________________________________________________________ 
 
Phone___________________________________________________________________ 
 
Employer____________________________________Occupation__________________ 
 
Address_________________________________________________________________ 
 
Phone___________________________________________________________________ 
 
By whom referred: ________________________________________________________ 
 
Previous therapy: _________________________________________________________ 
 
Psychiatric hospitalizations:_________________________________________________ 
 
HAVE YOU HAD OR DO YOU NOW HAVE: 
 
Hereditary diseases: _______________________________________________________ 
 
Cancer: _________________________________________________________________ 
 
Heart Diseases: ___________________________________________________________ 
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Diabetes or Hypoglycemia: _________________________________________________ 
 
Broken bones: ___________________________________________________________ 
 
Sleep disruption: _________________________________________________________ 
 
Allergies: _______________________________________________________________ 
 
Chronic problems: ________________________________________________________ 
 
PLEASE GIVE INFORMATION REGARDING: 
 
Alcohol consumption: _____________________________________________________ 
 
Tobacco use: ____________________________________________________________ 
 
Medication/drugs you are taking: ____________________________________________ 
 
Diet: ___________________________________________________________________ 
 
Exercise: ________________________________________________________________ 
 
Last Physical: ____________________________________________________________ 
 
Doctor’s name: ___________________________________________________________ 
 
REASONS FOR MAKING APPOINTMENT: 
 


