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PATIENT INFORMATION:  ADULT 
 
 
Patient Name:  __________________________________          Date of Birth: ____________________________ 
 
 
Address:  __________________________________________________________________________________________ 
 
 
City: ____________________________________ State: __________________  Zip: ____________________________ 
 
 
Home Phone: ___________________________  Work Phone: ____________________________ 
 
 
Cell Phone: ______________________________    
 
Please indicate the telephone number you wish me to use to contact you.
 
 
Marital Status: _______ Single  _______ Married  _______Divorced _________Other: ______________________ 
 
Employer: ______________________________________________  Student: _______________________________________ 
 
 
Emergency contact:  Name: ____________________________________  Phone: ___________________________________ 
 
Relationship to you: ____________________________ 
 
Any medications (include doses, and any supplements): ________________________________________________ 
 
_________________________________________________________________________________________________________________ 
 
Any known allergies: ________________________________________________________________________________________ 
 
Brief description of why you are seeking therapy: ________________________________________________________ 
 
_________________________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________________________   
 
Other pertinent information: ________________________________________________________________________________ 
 
_________________________________________________________________________________________________________________ 


