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Background Information Form

Demographic Information:

Name:_____________________________ Date Completed:_________________

Address:
_____________________________________________



_____________________________________________

Telephone:
(Home) __________________
(Work) _______________



(Cell) 
__________________
(Other) _______________

Email Address: _______________________

Phone calls and emails for appointments will be discreet, but please indicate any restrictions regarding calls/emails:

________________________________________________________________________________________________________________________________________________

Date of Birth    _________________
Social Security Number   ________________

Occupation:____________________ Years of Education:____________________

Ethnic Background:______________ Religion:_____________________________


Concerns that bring you to therapy:________________________________________________________________________________________________________________________________________________________________________________________________________________

What are your main goals for therapy? ________________________________________________________________________________________________________________________________________________________________________________________________________________________

Mental Health Treatment History
(Approximate)Dates of Treatment:________________________________
Name of Therapist/Hospital :________________________________
Therapist's Training? (e.g.. Psychologist,Psychiatrist, other):_________________
Psychiatric Medications Used (Specify) :__________________________________
Medical History

Primary Care Physician (PCP):____________________ PCP Phone #__________
PCP Address:_________________________________________________________
Date of last medical exam: ____________________________
Current Medical Problems: ____________________________________________________________________
____________________________________________________________________

All Current Medications
Name:___________________________
Dosage:_________________________
Purpose:_________________________
Prescribing Physician:_____________

Name:___________________________
Dosage:_________________________
Purpose:________________________
Prescribing Physician:____________

Family History

Marital Status(check):

 __ Single  __ Married  __ Separated  __ Divorced  __ Widowed
Number of Previous Marriages:_____

Spouse
Name:_______________________
Age:________
Occupation:__________________
Deceased?:__________
Where does s/he live:__________________

Children: Names, genders, and Ages


Mother
Name:_______________________
Age:________
Occupation:__________________

Father
Name:_______________________
Age:________
Occupation:__________________


Siblings: Names, genders, and ages
 

Anyone else living in your house at this time:_________________ Relationship_________________
Insurance Information:
Insurance Provider:

Insurance Phone Number: 

Group Number:

Contract Number:

Name of Insured:

Insured’s Employer: 

Insured’s Social Security Number: 

Insured’s Date of Birth: 
Your relationship to insured:
