Confidential Patient Information

Name:

Date:

Home Address:

Home Phone:

Cell Phone:

E-mail:

Fax:

Occupation:

Employer:

Work Address:

Work Phone:

Social Security #:

Birthdate:

Age:

Marital Status:

Number of Previous Marriages:

Number of Children (if applicable): Names/Ages:
Current Physician: Phone:
Psychiatrist (if applicable): Phone:
Have you had previous therapy? When?
Name of Previous therapist:

Emergency Contact: Phone:

Referred by:

Lisa Schenitzki, Psy.D.
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