
CONFIDENTIAL CLIENT INFORMATION FORM

Please provide all the information requested below. You may print this form and fill it in by hand, or  
you may type your responses and then print. Please note, however, that you cannot save your typed 
responses within the PDF; you can only print them.

Contact Details

Name:  Date of birth: 

Address:  Email: 

Phone number(s):
Home:  Work: 

Cell: 

Please note any special instructions regarding leaving phone or email messages for you:

Family Background

Relationship status:  Single:    Married:    Separated:    Divorced:    Widowed: 

List the members of your present household (including yourself):
Name,  Age,  Relationship,  Education/Occupation

1. 

2. 

3. 

4. 

5. 

6. 

Family of origin (if different from above):
Name,  Age,  Relationship,  Education/Occupation

1. 



2. 

3. 

4. 

5. 

6. 

Medical History Please give a brief statement regarding any:

Hospitalizations/surgeries:   

Serious illness/injury:

Chronic medical conditions:

Current Prescriptions/Medications:

Physician’s Name:  Date of last visit: 

Family History Any major mental or physical health or drug/alcohol issues:

Insurance Information

Carrier: 

ID #:  

Authorization code: 

Name: 
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