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PATIENT INFORMATION 
 
 

Patient name:___________________________________________ Date of Birth: ______________ 
 

Home address:    
 

City:    State:     Zip:  Home #:   

 

Mother’s Name:  Spouse/Partner’s Name:   
 

Mother’s Address:  City:  Zip:    
 

Mother’s Employer:    Work #:    Cell #:    

 

Father’s Name:  Spouse/Partner’s Name:   
 

Father’s Address:  City:  Zip:    
 

Father’s Employer:    Work #:    Cell #:   

 

      Emergency contact (name, phone # & relationship to patient):   
 
 
 

Patient’s Medical diagnoses:    
 
 
 

Any medications and dosages:    
 
 
 

Allergies:    
 
Brief Description of why you are seeking therapy for your child/teen: _________________________ 
 
_______________________________________________________________________________ 

 

Other pertinent information:    


