
 

Client:                                                          Record No.:                                              Dat e of Birth:  

 
CLIENT INFORMATION 

 

Date: _______________ Client Name: _______________________________________ 

Date of birth: __________________ Social Security #: ___________________________    

Ethnicity: _____________________ Gender:  ❑ Male   ❑ Female 

Parent/Legal Guardian:  __________________________ Relationship:______________ 

Address: ________________________________ City/State/Zip: __________________ 

Other Parent Name: ______________________________________________________ 

Address: ________________________________ City/State/Zip: __________________ 

Child Protective Services worker (name and phone number, if applicable): __________ 

_______________________________________________________________________ 

Home phone: _______________________  OK to leave messages  ❑ YES   ❑ NO 

Cell phone: _________________________ OK to leave messages  ❑ YES   ❑ NO 

Work phone: ________________________  OK to leave messages  ❑ YES   ❑ NO 

Email: _________________________________________________________________ 

Employer: ______________________________________________________________ 

Insurance:_________________________________  ID #: ________________________ 

Doctor:___________________________________ Date of Last Exam: ______________ 

Allergies:    ❑ YES    ❑ NO    If yes, please list:__________________________________ 

List Medications: ________________________________________________________ 

_______________________________________________________________________

_______________________________________________________________________ 

_______________________________________________________________________ 
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