For GTSD Provider:  TX Plan completed ___


Client Information Form 1
Today’s date: _________________

Note: If you have been a patient here before, please fill in only the information that has changed. 

A. Identification 
Your name: ____________________________________________  Date of birth: __________________ Age: _____
Nicknames or aliases: _________________Social Security #_________________  
Insurance Plan Name and ID # _____________     ______________________________________
Home street Address:  _____________________________________________Apt: ______City: _________________ State: _____ Zip: ____________Cell phone: __________________e-mail:  __________________
Calls or e-mail will be discreet, but please indicate any restrictions: ________________________________________
Are text messages ok? ______
B. Financial Information (in order to hold your appointments)

Credit card:  VISA   MasterCard   Discover   AMEX 

Name on card: ______________________________________ Card #: ________________________________ 
Exp. date: _________  Zip Code ___________  CVV# _____  Driver’s license #: ___________________State _______ 
*Missed appointments with less than 24 hours notice will be charged*
C. Referral:  Who gave you my name or where did you find me?

Name or web address: ________________________________________________________ Phone: _____________
Address: ______________________________________________________________________________________
May I have your permission to thank this person for the referral? ❑ Yes  ❑ No 

How did this person explain how I might be of help to you? _______________________________________________
______________________________________________________________________________________________
D. Your medical care: From whom or where do you get your medical care? 

Clinic/doctor’s name: ____________________________________________  Phone: _______________________ Address: ________________________________________________________________________________________
If you enter treatment with me for psychological problems, may I tell your medical doctor so that he or she can be fully informed and we can coordinate your treatment? ❑ Yes   ❑ No 
E. 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: _______________________________________
F. Your education and training 
_________________________________________________________________________________________









G. Military experiences 
Date from:   ________   Date to:  ___________

________________________________________________________________________________________

H.  Family-of-origin history 

	Relative
	Name
	Current Age 

(or age at Death)

	Father


	
	

	Mother
	
	

	Siblings
	
	

	Stepparents 


	
	

	
	
	

	Grandparents 


	
	

	Others
	
	


I. Marital/relationship history 

	
	Spouses Name
	Spouse’s age
	Your age
	Age married/

Years married
	Remarried?

	First
	
	
	
	
	

	Second
	
	
	
	
	

	Third
	
	
	
	
	


K. Significant non-marital relationships 

	
	Name
	Age
	Your age
	Reason ended

	First
	
	
	
	

	Second
	
	
	
	

	Current
	
	
	
	


J. Children (Indicate those from a previous marriage or relationship with “P” in the last column or “S” for stepchildren)
	Name
	Current Age
	Sex
	School
	Adjustment Problems

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


K. Is there any other information you think I should know?                     
__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

This is a strictly confidential patient medical record. Re-disclosure or transfer is expressly prohibited by law. 


