
                                                                                                   
Patient Information 

 
Today’s Date: _______________        Referred by:____________________________ 

     May We thank the person that referred you? _______ 

__________________________________________________________________________ 
Patient’s Name (Last, First, Middle)                                    Age                   DOB 
__________________________________________________________________________ 
Home Address:   Street                          City                             State         Zip Code 
__________________________________________________________________________ 
Mobile Phone        Email Address 
__________________________________________________________________________ 
Home Phone                                   Social Security Number                 Marital Status 
__________________________________________________________________________ 
Patient’s Employer                          Occupation                       How Long Employed? 
__________________________________________________________________________ 
Employer’s Address                                                      Phone Number 
__________________________________________________________________________ 
Spouse (or responsible party)                                              Social Security Number 
 
Full Name of Children (in Birth date order): 

                 Name                                                Age 

_____________________________________       ______________ 

_____________________________________       ______________ 

______________________________________________________________________________________________ 
Others Living in Home                                                              Relationship 
__________________________________________________________________________ 
Personal Physician                    Address                  Phone               Date of Last Exam 
__________________________________________________________________________ 
Current Therapist                                   Address                             Phone 
__________________________________________________________________________ 
List All Medications Currently Taken 
__________________________________________________________________________ 
Have you been hospitalized in the last 5 years?   If so, for what reason? 
__________________________________________________________________________ 
Have you had previous psychological or psychiatric treatment?  Where and when?  
__________________________________________________________________________ 
Has any family member been seen previously by our office? If yes, when?  
 

 

 
___________________________________________________________________________ 
Insurance Carrier            Policy Holder            ID number                 Group number 
 
Insurance Authorization and Assignment (Please Read and Sign): 
 I hereby authorize Southlake Counseling and Consulting and Southlake Center for Self 
Discovery to furnish information to insurance carriers listed above concerning my illness and 
treatments. I hereby assign to the physician/clinician all payments for medical services 
rendered to me. I UNDERSTAND THAT I AM RESPONSIBLE FOR ANY AMOUNT NOT COVERED 
BY INSURANCE.  
                                          ___________________________________________________ 
                                          Signature of Responsible Party                        Date 




















