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CONFIDENTIAL INFORMATION SHEET 
 
 

Name:____________________________________________Date:___________ 
 
Address:_________________________________________________________ 
 
Home Telephone:_________________Work or Cell Phone:_________________ 
 
E-mail:________________Date of Birth:_______________Age:_____________ 
 
Relationship Status:__________________If Partnered, for how long?_________ 
 
Name & Age of Partner:_____________________________________________ 
 
Siblings?_______________If so, gender, names and ages__________________  
 
________________________________________________________________ 
 
Number of Children:_________Ages & Name of Children:__________________ 
 
Occupation:_______________________Place of Employment:______________ 
 
Years at Job:________Education:_____________________________________ 
 
Presenting Concern:________________________________________________ 
 
Goals for Therapy:_________________________________________________ 
 
Current Medical Condition:___________________________________________ 
 
Current Medication:_________________________________________________ 
 
Have you previously been in therapy?__________________________________ 
 
If so, please list the provider(s), treatment(s) and duration(s): 
 
________________________________________________________________ 
 
Referral Source:___________________________________________________ 
 
 
_______________________________________  ________________ 
Signature        Date 


