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New Client Information

First Name:  ____________________________________________________________
Last Name:  _____________________________________________________________
Name you wish to be called:  _______________________________________________
[bookmark: _GoBack]Kaiser member number: _________________________________________________
Age:  _________________
Date of Birth:   _________________________________________________________
Street Address:  _________________________________________________________
City:  __________________________________________________________________
State:  _______________________________________________________________________
Zip:   ________________________________
Email(s):  ______________________________________________________________
Home Phone:  __________________________________________________________
Mobile:  _______________________________________________________________
Work Phone:  __________________________________________________________
At which email or phone number can CONFIDENTIAL messages be left for you?
_______________________________________________________________________
Your occupation(s):  _____________________________________________________
Children and ages (if applicable):___________________________________________
Relationship status:  _____________________________________________________
Living situation:  ________________________________________________________
Family-Please list immediate family members, their ages, locations, your relationship to them, and the current state of your relationship to them (close, distant, estranged, etc.):___________________________________________________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Belief system/religion:  ________________________________________________________
Pets:  __________________________________________________________________
Favorite activities: _______________________________________________________
Emergency contact name, phone and relation to you___________________________ ________________________________________________________________________
How were you referred to Peter?___________________________________________
________________________________________________________________________________________________________________________________________________
Have you previously experienced therapy? _______ If so, how was it for you? What did you like about it?  What didn’t you like?__________________________________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________
Current reason for seeking therapy:_________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please describe any current concerns about your physical health:  _______________
________________________________________________________________________________________________________________________________________________
________________________________________________________________________
Please list any medications you are presently taking:___________________________
________________________________________________________________________________________________________________________________________________
Have you ever been hospitalized for a mental health concern? ___________________ 
Have you ever taken medication for emotional issues? __________  If so, please list which ones and when:_____________________________________________________
________________________________________________________________________________________________________________________________________________
Have you ever had legal difficulties?  ________________________________________ 
Is there anything else I should know/you would like me to know?  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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