Behavioral Psych Studio 
behavioralpsychstudio.com 
917.497.2760
Client Information Form – Date: __________
A. 	Identification 
Adult 1:  Your name: _______________________________ Date of birth: _____________ Age: _________________	 
Nicknames or aliases: _______________________________________________	 
Home street address: ______________________________________________ Apt.: _______________________  
City: ______________________________________________ State: ____________ Zip: ___________________ 
 	 
Home Phone:  (_____) ___________________ 	 
Check all that apply:  	❑ ok to leave message     ❑ leave only name and/or meeting time     ❑ no message 
Cell Phone:  (_____) ___________________ 
Check all that apply:  	❑ ok to leave message     ❑ leave only name and/or meeting time     ❑ no message 
E-mail:  ________________________________________________   
Check all that apply: ❑ Single    ❑ Married/Committed Relationship    ❑ Divorced    ❑ Widowed  

Adult 2 (if applicable):  Your name: _______________________________ Date of birth: _____________ Age: _________________	 
Nicknames or aliases: _______________________________________________	 
Home street address: ______________________________________________ Apt.: _______________________  
City: ______________________________________________ State: ____________ Zip: ___________________ 
 	 
Home Phone:  (_____) ___________________ 	 
Check all that apply:  	❑ ok to leave message     ❑ leave only name and/or meeting time     ❑ no message 
Cell Phone:  (_____) ___________________ 
Check all that apply:  	❑ ok to leave message     ❑ leave only name and/or meeting time     ❑ no message 
E-mail:  ________________________________________________   
Check all that apply: ❑ Single    ❑ Married/Committed Relationship    ❑ Divorced    ❑ Widowed  

  
B.    Your medical care: Who is your primary care provider? 
Clinic/doctor’s name: ______________________________ Phone: ________________________________ 	 
Address: ____________________________________________________________________________________	 
If you enter treatment with me, may I tell your medical doctor so that he or she can be fully informed and we can coordinate your treatment? 	❑ Yes  ❑ No 

C. 	Emergency information 
If some kind of emergency arises and I cannot reach you, or I need to reach someone close to you, whom should I call? 
Name: ___________________________________________ Relationship: ________________________________  
Primary Phone: (_____) _________________ 	Alternate Phone: (_____) _________________ 
Address: _____________________________________________________________________________________ 
[bookmark: _GoBack]This is a strictly confidential patient medical record. Redisclosure or transfer is expressly prohibited by law.
