Sushma S. Trivedi, MA, MFT

License # 47584

Client Information Form
Name:


_______________________________________________________

Address:

_______________________________________________________
Employer’s Name: 
______________________________________________________
Today’s Date:
____________
Date of Birth   _______________ 
Gender:

____________
Ethnicity:
________________

Telephone:
           ________________ (h)       (check preferred number to call)



________________ (w) 

________________ (m)

Email:

            __________________________
Emergency Contact Name:
________________________________________________
        Relationship:      ___________________     Phone:
  _______________________
        Address:
             ______________________________________________________
Adult Household Members: 
	Name
	Relationship
	Gender
	Age/DOB

	
	
	
	


Children:  
	Name
	Gender
	Age/DOB

	
	
	


Other significant relationships (parents, siblings, ex-spouses):  

	Name
	Relationship
	Gender
	Age/DOB

	
	
	
	


Date of last medical check-up:
Do you have any health concerns (chronic conditions, hospitalizations, surgery, etc.)?

Do you consume alcohol?  How much?

Do you smoke?  How much?

Substance use/abuse issues in the family?
List the medications you take:
Anything else I should know about you:

Briefly describe the reason for seeking counseling:
Insurance Company:



Subscriber ID:

Subscriber Name:  




Subscriber DOB:

Subscriber Employer:



Insurance Group ID:
