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[bookmark: _GoBack]Demographic Information Form
 
Today’s date: _________________

A. Identification (Self or Parent if client is a child)
Your name: _________________________________________________________________________  
Preferred Name: ____________________________________ Date of birth: ____/____/_____ Age: ____
Gender: ______________________ Social Security #: _________-____________-_______________
Marital Status: ❑ Single ❑ Married ❑ Divorced  ❑ Separated ❑ Cohabitating ❑ In a serious relationship
Home Street Address: ______________________________________________ Apt.: _____________
City: ___________________________________________________  State: _____ Zip: ____________
Home/evening phone: ___________________________ e-mail: ________________________________
Can I contact you via ❑ Phone        ❑ e-mail
Calls or e-mail will be discreet, but please indicate any restrictions: _______________________________

B. Religious and racial/ethnic identification
Current religious denomination/affiliation:___________________________________________________
Involvement:  ❑ None   ❑ Some/irregular	❑ Active		
How important are spiritual concerns in your life?_____________________________________________
Which (if any) church, synagogue, temple, or meeting are you involved with? _______________________ 
Ethnicity/national origin: ______________________________ Race: _________________________ or other similar way you identify yourself and consider important: ___________________________________________________________

C. Employment:                                                       
 Are you currently employed: ❑ Yes ❑ No
Current or Most Recent Employer: _________________________________ Job Title: _______________
Address: _____________________________________________________________________________
Work phone: ______________________ or other means of communication ________________________
Can I contact you at work? ❑  Yes ❑  No  Please indicate any restrictions:_________________________
Highest Level of Education: _________________________ Date Achieved: ________________________
Have you or a close family member ever been a member of the armed services?: ❑ Yes  ❑  No
Dates:_______________________  Branch: _____________________  Rank: _______________
Were you or your family member ever deployed? ❑ Yes ❑  No  Dates: ___________________________

D. Emergency information
If some kind of emergency arises and I cannot reach you directly, or I need to reach someone close to you, whom should I call?
Name: ________________________  Phone: __________________ Relationship: ________________
Address: ____________________________________________________________________________
Significant other/nearest friend or relative not residing with you: _________________________________

E. Children
Name:____________________________  Date of Birth:  ___/_____/______  Age:___________
Name:____________________________  Date of Birth:  ___/_____/______  Age:___________ Name:____________________________  Date of Birth:  ___/_____/______  Age:___________
Name:____________________________  Date of Birth:  ___/_____/______  Age:___________
Name:____________________________  Date of Birth:  ___/_____/______  Age:___________
Name:____________________________  Date of Birth:  ___/_____/______  Age:___________


F. Is there any other information you would like me to or think I should know?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


G. Referral:  How did you find me? ❑ Website ❑ Psychology Today ❑ Google ❑ Personal Referral
Name: ______________________________________________
How did this person explain how I might be of help to you? _____________________________________
____________________________________________________________________________________














**This is a strictly confidential patient medical record. Redisclosure or transfer is expressly prohibited by law. **
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