CONFIDENTIAL INFORMATION SHEET

CLIENT FULL NAME ______________________________DATE _______________
[bookmark: _GoBack]DATE OF BIRTH ________________________ SSN _________________________
______ SINGLE      _______ MARRIED   ______  DIVORCED _______ OTHER
HOME ADDRESS _____________________________ CITY ___________________
 STATE _______  ZIP CODE _______ PHONE _______________________________
EMPLOYER _________________________________________________________
JOB TITLE _______________________________ BUS. PHONE ________________
NAME OF SP0USE ____________________________ DOB ___________________
PRIMARY CARE DOCTOR ______________________ PHONE _________________
+++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++
RESPONSIBLE PARTY NAME ___________________________________________
RELATIONSHIP ________________________ SSN __________________________
DOB ___________________ EMPLOYED BY _______________________________
NAME OF INSURANCE___________________ EAP AUTH # __________________
Have you seen a psychiatrist or therapist before?  _________________________
For what? __________________________________ When _________________
LIST ALL MEMBERS OF YOUR IMMEDIATE FAMILY:  
___________________________________________ AGE _____ DOB _________
___________________________________________ AGE _____DOB __________
___________________________________________ AGE _____ DOB __________
