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Welcome to my office. As a registered clinical social worker I am governed by various laws and 
regulations and by the code of ethics of my profession. The Ethics Code requires that I make you 
aware of specific office policies and how these procedures may affect you.  
 
Patient Rights: Our relationship is strictly voluntary and you may leave the psychotherapy 
relationship any time you wish. Please keep in mind that ending relationships can be difficult and 
closure is very important when moving on. Given this, I request that you give at minimum two 
weeks notice so we can conclude on a healthy and positive note.  
 
Limits of Confidentiality: Sessions between psychotherapist and patient are strictly 
confidential, except under certain legally defined situations involving threats of harm to self 
or others, and situations of child abuse, elder abuse, or abuse of otherwise dependent 
individuals. If I suspect you are a danger to others, I am required by law to notify the police 
and to inform any intended victim(s). In the case of possible harm to yourself, I am ethically 
bound to inform your nearest relative, significant other, or to otherwise enlist methods to 
prevent your harm to self or suicide.  In instances of child abuse, elder abuse, or dependent 
other abuse, I must notify the proper authorities.   
 

Effective January 1, 2015, licensed therapists in California are now mandated 
reporters of therapy clients who: 1. knowingly access or trade content that depicts 
minors in acts of obscene sexual conduct. 2. promote, employ or engage in conduct 
that involves: a. prostitution (or live sexual performance) of a minor. b. modeling or 
posing a minor alone or with others to produce a depiction of obscene sexual 
conduct. 
 
*Your case may be periodically discussed during supervision meetings with my clinical supervisor, 
Dr. Suzanne Pelka, and other clinicians training under her.  Dr. Pelka will have access to your clinical 
file and my clinical notes and will be processing your payments.  Both Dr. Pelka and all affiliated 
interns at Psychotherapy Works, Inc. are legally mandated to keep all information pertaining to your 
case strictly confidential.   
 
*Sessions may not be audio or video recorded without the exclusive consent of all parties involved, 
including that of your therapist (me).  It is a felony to record a confidential conversation without the 
written consent of all involved parties. 
 
*If you know you will likely be engaged in a lawsuit (i.e. divorce or custody lawsuit) it is your 
responsibility to advise me of this possibility as soon as possible.  If the court subpoenas my 
services, you will be charged the hourly rate of $225 per hour for the duration that my services are 
required for the legal case, including any prep-time required.  You will be billed for any costs I incur 
related to your legal case including any necessary airfare, car or taxi transportation, hotel, phone, or 
legal assistance required. 
 



Payment & Fees: It is customary to pay for sessions at the time of the session, unless otherwise 
arranged. Please have payment ready before the session begins. Payments must be in full and are 
subject to increase with at least a 2 week advanced warning of possible fee increase.  Acceptable 
forms of payment are cash, check (made out to “Psychotherapy Works, Inc.”), Visa, Master Card, 
Discover Card and American Express.  Credit card charges will incur an additional $5.00 service 
charge per hour and will appear as “Psychotherapy Works, Inc.” or some abbreviation thereof on 
your statement.  
 
Insurance: I will be pleased to provide a monthly “superbill”/invoice/receipt for you to submit to 
your insurance provider. Please understand that your insurance is an arrangement made between 
your carrier and yourself with reimbursement coming to you whenever provided by your insurer.  It 
is your responsibility to understand what your reimbursement may be for services rendered by an 
“out of network provider” such as myself. 
 
Telephone Accessibility & Emergency Procedures: I will return calls during my scheduled 
business hours should you need to contact me between sessions. I can not guarantee an immediate 
return call, although every effort will be made to return calls within a reasonable amount of time. If 
you have a therapeutic emergency and I am out of town or unreachable for more than an hour, 
contact Suzanne Pelka, PhD at (310) 601-6882. If it is a true, life threatening emergency, call 911 for 
help or go to your nearest emergency room.  In the event of a phone call beyond 10 minutes, you 
will be charged for that session/portion thereof at your usual hourly fee.  
 
Appointments & Cancellation Policy: Sessions are 50 minutes long. Occasionally you may have 
to miss an appointment. If you need to cancel or reschedule an appointment, please notify me as 
soon as possible, at least 48 hours in advance, so that I might fill the hour.  If you do not give me 48 
hours warning regarding missing a scheduled session, you will be charged for the missed session.  
This is necessary because a professional time commitment is set aside and held exclusively for you.  
 
 
I have read, understood, and agreed to the conditions stated above: 
 
 
_________________________________   ____________________ 
Signature       Date 
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 Under the License of Suzanne Pelka, (MFC 48129) 
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Confidential Client Information 

Today’s Date:_____________ 

Name:_______________________________         Age:______  Date of Birth:_________________ 

Address:_______________________________________________________________________________ 

City:_______________________________ Zip Code:__________________________ 

Phone: (C)_____________________   (H): _____________________    (W):_______________________ 

Email:_________________________________       Is it OK to contact you by email?  Y   N 

May I leave a message on any of your phone lines?  Y   N    If yes, which line(s)?________________________ 

Employer name and address: ________________________________________________________________ 

_______________________________________________________________________________________ 

Job title:_________________________; Highest level of education completed:_________________________ 

Marital Status: ________ Name of Spouse/Partner:_________________________________ 

Children:  Y    N   If yes, please tell me their genders and ages:_____________________________________ 

Who do you live with?:____________________________________________________________________ 

Who referred you to my practice?___________________________________________________________ 

May I notify this person that you have contacted me?  Yes   No;   If yes, please provide me with their contact 

information: ___________________________________________________________________________ 

Regular Physician (Name & Phone):_________________________________________________________ 

Will you sign a Release of Information should a conversation/consultation become necessary?    Y   N 

Approximate date of last physical exam:__________________ Outcome:___________________________ 

Any physical health concerns I should be aware of?:______________________________________________ 

Emergency contact: Name______________________ Phone:__________________Relationship:___________ 

Insurance Information (for emergency purposes only):____________________________________________ 

Reason you are seeking therapy at this time:____________________________________________________ 

Have you had therapy before?  If so with whom and for how long?:__________________________________ 

What are your personal strengths?____________________________________________________________ 

Anything else relevant that you want me to know up front?_________________________________________ 

Thank you! 
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BIOGRAPHICAL INFORMATION FORM 
 

 
Please fill out this form as fully and openly as possible. This information is confidential and will not be released without 
your consent. If certain items do not apply to you, please leave them blank. 

 

PERSONAL HISTORY 
 
1) Name:        2) Age:        3) Sex:  M     F 

4) Address:              

                                    Street                                       City                                  State                Zip 

5) Today’s Date: ____ - ____ - ____                   6) Date of Birth: ____ - ____ - ____ 

7) Phone: _____-_____-_______ (Cell/Home)         8) Email: ________________________________ 

9) Years of Education:     10) Occupation:       

11) Present Relationship Status (check any that apply): 

 Married/partnered 

 Single: How long ____years 

 In a new relationship (6 months or less) 

 Dating:  one person  several people 

 Other

12) If married/partnered, do you live with your spouse/partner?   Yes      No 

13) If married/partnered, I have been in this relationship for _____ years 

14) Do you have children?  If so, please list their respective genders and ages: 
_________________________________________________________________________________ 

15) Who lives in your household? ______________________________________________________ 

 

THERAPY/COUNSELING HISTORY 

16) Are you presently receiving other counseling services? Yes      No 

      If yes, please briefly describe:            

                     
 

17) Have you received counseling in the past? Yes      No 
      If yes, what was most helpful about the previous therapist?  What was unhelpful?:    

              
       ______________________________________ 
 

18) What is your main reason for coming to counseling now?      

            ___________ 
 
19) How long has this/these problem/s persisted (from #16)?       
 
20) Under what conditions do your problems usually get worse?       

                      
 
21) Under what conditions are your problems usually improved?       

                      
 
22) How did you hear about my practice? ___________________________________   
23) May I thank someone for referring you to me?  If yes, please leave that person’s name and contact 
information here:      _________________________________________________ 
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MEDICAL HISTORY 

24) Name & address of your physician(s): 
a.  Physician’s name/address:            

 
25) Have you ever been hospitalized for a physical reason?  If so, please briefly explain: 
_____________________________________________________________________________________
_____________________________________________________________________________________ 
26) Have you ever been hospitalized for a mental health issue or spent time as a patient at a mental health 
clinic?  If yes, please explain: 
_____________________________________________________________________________________
_____________________________________________________________________________________ 
27) Have you ever had suicidal thoughts?  ________  Have you ever attempted suicide?_______________ 
_____________________________________________________________________________________ 
28) List any major illnesses and/or operations you have had:        

               
29) List any physical concerns you are currently experiencing: (e.g. high blood pressure, headaches, etc.): 

               
30) List any physical concerns you have experienced in the past:        
               
31) When was your last complete physical exam?     Results:      
       
32) On average, how many hours of sleep do you get per day? ________________________ 
 

33) Do you have trouble falling asleep at night?     Yes      No  
 

34) Have you gained/lost over ten pounds in the past year?  Yes      No 
 

35) Describe your appetite during the past week:  poor appetite  average appetite    high appetite 

       Is that typical for you?  Yes      No 

 
36) What medications are you taking presently, and for what purpose?       
                      
                      
 
37) Have you ever (past or present) been dependent upon or addicted to any substance/drug/alcohol for 
any period of time?  If yes, please explain:____________________________________________________ 
_____________________________________________________________________________________
_____________________________________________________________________________________ 
 
38)  Have you ever (past or present) had disordered eating of any kind (over-eating; anorexia; bulimia; 
purging; dependence on laxatives, etc.)?  If yes, please explain:__________________________________ 
_____________________________________________________________________________________ 
 
39) Have you ever (past or present) suffered with body image issues?  _____________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
 
40) Is anyone in your family or close friend circle struggling with addictions or an eating disorder or violence, 
etc. that may be having an effect on your mental health? ________________________________________ 
_____________________________________________________________________________________ 
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RELIGION/SPIRITUALITY 
 
41) What is your present religious affiliation? 

 Christian (please specify)     

 Jewish 

 Islam 

 Buddhist 

 None, but I believe in God 

 Agnostic 

 Atheist 

 Other (please specify)               
 
42) How important is religious commitment to you? 
Unimportant Average Importance   Extremely Important
 1 2 3 4 5 6 7 8 9 10
 
43) Do you desire having your religious beliefs and values incorporated into the counseling process?   

       Yes      No   Not Sure 
       If yes, please explain:               

 
 

FAMILY HISTORY 
 
44) Mother’s age:      If deceased, how old were you when she died?    
 
45) Father’s age:      If deceased, how old were you when he died?    
 
46) Any other significant parent(s)’s/caretaker’s age(s): _______  If deceased, how old were you when this 
person(s) died? ____________    
 
47) If your parents became separated or divorced, how old were you then?    
 
48) Number of brother(s):_____ Their ages: _____ _____ _____ _____ _____ _____  
 
49) Number of sister(s): ______ Their ages: _____ _____ _____ _____ _____ _____  
 
50) I was child number ______ in a family of _______ children. 
 

51) Were you adopted or raised with parents other than your biological parents? Yes      No 

 
52) Briefly describe your relationship with your brothers and/or sisters:       
                      
                      
 
53) Which of the following best describes the family in which you grew up? 

     Warm/accepting         Average     Hostile/fighting 
     1 2 3 4 5 6 7 8 9 10 
 
54) Which of these describes the way in which your family raised you? 

      Allowed me to be very independent       Average     Attempted to control me 
     1 2 3 4 5 6 7 8 9 10
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YOUR MOTHER (OR SUBSTITUTE MOTHER) 
 

55) Briefly describe your mother:            

                      
 
56) How did she discipline you?            

                      
 
57) How did she reward you?            

                      
 
58) How much time did she spend with you when you were a child?  

       Much  Average  Little

 
59) Your mother’s employment when you were a child: 

       Stayed home      Worked outside part-time       Worked outside full-time
 
60) How did you get along with your mother when you were a child? 

          Poorly     Average  Well

 
61) How do you get along with your mother now? 

          Poorly     Average   Well

 
62) Did your mother have any problems (e.g. alcoholism, violence, etc.) which may have affected your 

childhood development?    Yes      No 
      If yes, please describe:              

                      
 

63) Is there anything unusual about your relationship with your mother?  Yes      No 

       If yes, please describe:              
                      
 
64) Describe overall how your mother treated the following people as you were growing up:    
     (Circle one answer for each) 
      Your Mother’s Treatment Toward: Poor             Average  Excellent  
      a.  You     1       2       3       4       5       6       7       8       9      10 
      b.  Your family    1       2       3       4       5       6       7       8       9      10 
      c.  Your father/other parent  1       2       3       4       5       6       7       8       9      10 
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YOUR FATHER (OR OTHER PRIMARY PARENT) 
 
65) Briefly describe your father/other primary parent: ____________      

                      
 
66) How did he discipline you?            

                      
 
67) How did he reward you?             

                      
 
68) How much time did he spend with you when you were a child?  

       Much  Average  Little
 
69) Your father’s employment when you were a child: 

       Stayed home     Worked outside part-time       Worked outside full-time

 
70) How did you get along with your father when you were a child? 

          Poorly     Average  Well
 
71) How do you get along with your father now? 

          Poorly     Average   Well
 
72) Did your father have any problems (e.g. alcoholism, violence, etc.) which may have affected your 

childhood development?  Yes      No 

      If yes, please describe:              

                      
 

73) Is there anything unusual about your relationship with your father?  Yes      No 

       If yes, please describe:              
                      
 
74) Describe overall how your father treated the following people as you were growing up:    
     (Circle one answer for each) 
      Your Father’s Treatment Toward: Poor             Average  Excellent 
      a.  You     1       2       3       4       5       6       7       8       9      10 
      b.  Your family    1       2       3       4       5       6       7       8       9      10 
      c.  Your mother/ or other parent  1       2       3       4       5       6       7       8       9      10 
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 THOUGHTS AND BEHAVIORS 
 
75) Please check how often the following thoughts occur to you: 

 Life is hopeless   Never      Rarely      Sometimes      Frequently 

 I am lonely  Never      Rarely      Sometimes      Frequently 

 No one cares about me  Never      Rarely      Sometimes      Frequently 

 I am a failure  Never      Rarely      Sometimes      Frequently 

 Most people don’t like me  Never      Rarely      Sometimes      Frequently 

 I want to die  Never      Rarely      Sometimes      Frequently 

 I want to hurt someone  Never      Rarely      Sometimes      Frequently 

 I am so stupid  Never      Rarely      Sometimes      Frequently 

 I am going crazy  Never      Rarely      Sometimes      Frequently 

 I can’t concentrate  Never      Rarely      Sometimes      Frequently 

 I am so depressed  Never      Rarely      Sometimes      Frequently 

 God is disappointed in me  Never      Rarely      Sometimes      Frequently 

 I can’t be forgiven  Never      Rarely      Sometimes      Frequently 

 Why am I so different?  Never      Rarely      Sometimes      Frequently 

 I can’t do anything right  Never      Rarely      Sometimes      Frequently 

 People hear my thoughts  Never      Rarely      Sometimes      Frequently 

 I have no emotions  Never      Rarely      Sometimes      Frequently 

 Someone is watching me  Never      Rarely      Sometimes      Frequently 

 I hear voices in my head  Never      Rarely      Sometimes      Frequently 

 I am out of control  Never      Rarely      Sometimes      Frequently 

 
Please comment (e.g., examples frequency, duration, their effects on you) about EACH OF THE ABOVE 
THOUGHTS which occur FREQUENTLY. Feel free to use the back of this sheet if necessary. 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 
_____________________________________________________________________________________
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
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SYMPTOMS 
 

76) Check any behaviors and symptoms you have that occur more often than you would like. 
 

 Aggression 

 Alcohol dependence 

 Anger  

 Antisocial behavior 

 Anxiety 

 Avoiding people 

 Chest pain 

 Depression 

 Disorientation 

 Distractibility 

 Dizziness 

 Drug dependence 

 Eating disorder 

 Elevated mood 

 Fatigue 

 Hallucinations 

 Heart palpitations 

 High blood pressure 

 Hopelessness 

 Impulsiveness 

 Irritability 

 Judgment errors 

 Loneliness 

 Memory impairment 

 Mood shifts 

 Panic attacks 

 Phobias/fears 

 Recurring thoughts 

 Sexual difficulties 

 Sick often  

 Sleeping problems 

 Speech problems 

 Suicidal thoughts  

 Thoughts disorganized 

 Trembling 

 Withdrawing 

 Worrying 

 Other (specify)     

       
      

 

Give examples of how each of these which you checked impair functioning (e.g., socially, emotionally, 
occupationally, physically, etc. Feel free to use the back of this sheet if necessary. 
               
              
              
                
 
77) List your five greatest strengths: 

1. __________________________ 
2. __________________________ 
3. __________________________ 
4. __________________________ 
5. __________________________ 

 

78) List your five greatest weaknesses: 
1. __________________________ 
2. __________________________ 
3. __________________________ 
4. __________________________ 
5. __________________________

79) List your main social difficulties:           
              
                 

 
80) List your main love and sex difficulties:          

              
             ______ 

 
81) List your main difficulties at school or work:          

             ______ 
 
82) List your main difficulties at home:           

             ______ 
 
83) List your behaviors that you would like to change:         

             ______ 
 
84) Additional information you believe would be helpful:        

           __________________ 
       ________________________________________________________________________________ 



Beck Depression Inventory 
 
Choose the one statement, from among the group of four statements in each question that best describes 
how you have been feeling during the past few days.  Circle the number beside your choice.  
 
 

1        0     I do not feel bad. 
       1     I feel sad. 
       2     I am sad all the time and I can’t snap out of it. 
       3     I am so sad or unhappy that I cannot stand it. 

2        0     I am not particularly discouraged about the future. 
       1     I feel discouraged about the future. 
       2     I feel I have nothing to look forward to. 
       3     I feel that the future is hopeless and that things cannot improve. 

3        0     I do not feel like a failure. 
       1     I feel I have failed more than the average person. 
       2     As I look back on my life, all I can see is a lot of failure. 
       3     I feel I am a complete failure as a person. 

4 0 I get as much satisfaction out of things as I used to. 
1 I don’t enjoy things the way I used to. 
2 I don’t get any real satisfaction out of anything anymore. 
3     I am dissatisfied or bored with everything. 

5 0 I don’t feel particularly guilty. 
1 I feel guilty a good part of the time. 
2 I feel guilty most of the time. 
3 I feel guilty all of the time. 

6        0     I don’t feel that I am being punished. 
       1     I feel I may be punished. 
       2     I expect to be punished. 
       3     I feel I am being punished. 

7 0 I don’t feel disappointed in myself. 
1 I am disappointed in myself. 
2 I am disgusted with myself. 
3 I hate myself. 

8 0 I don’t feel I am worse than anybody else. 
1 I am critical of myself for my weaknesses or mistakes. 
2 I blame myself all the time for faults. 
3 I blame myself for everything bad that happens. 

9 0 I don’t have any thoughts of killing myself. 
1 I have thoughts of killing myself but I would not carry them out. 
2 I would like to kill myself. 
3 I would kill myself if I had the chance. 

10 0 I don’t cry anymore than usual. 
1 I cry more now than I used to. 
2 I cry all the time now. 
3 I would kill myself if I had the chance. 

11 0 I am not more irritated by things than I ever am. 
1 I am slightly more irritated now than usual. 
2 I am quite annoyed or irritated a good deal of the time. 
3     I feel irritated all the time now. 



 

12 0 I have not lost interest in other people. 
1 I am less interested in other people than I used to be. 
2 I have lost most of my interest in other people. 
3 I have lost all my interest in other people. 

13 0 I make decisions about as well as I ever could. 
1 I put off making decisions more than I used to. 
2 I have a greater difficulty in making decisions than before. 
3 I can’t make decisions at all anymore. 

14 0     I don’t feel I look any worse than I used to. 
1 I am worried that I am looking old or unattractive. 
2 I feel that there are permanent changes in my appearance that make me look 

unattractive. 
3     I believe that I look ugly. 

15 0     I can work about as well as before. 
1 It takes an extra effort to get started at doing something. 
2 I have to push myself very hard to do anything. 
3 I can’t do any work at all. 

16 0 I can sleep as well as usual. 
1 I don’t sleep as well as I used to. 
2 I wake up 1-2 hours earlier than usual and find it hard to get back to sleep. 
3 I wake up several hours earlier than I used to and cannot get back to sleep. 

17 0 I don’t get more tired than usual. 
1 I get tired more easily than I used to. 
2 I get tired from doing almost anything. 
3 I am too tired to do anything. 

18        0     My appetite is no worse than usual. 
       1     My appetite is not as good as it used to be. 
       2     My appetite is much worse now. 
       3     I have no appetite at all anymore. 

19        0     I haven’t lost much weight, if any, lately. 
       1     I have lost more than five pounds. 
       2     I have lost more than ten pounds. 
       3     I have lost more than fifteen pounds trying to lose weight. 

Score 0 if you have been purposely trying to lose weight. 
20        0     I am no more worried about my health than usual. 

       1     I am worried about my physical problems such as aches and pains or upset stomach. 
       2     I am very worried about physical problems and it’s hard to think of much else. 
       3     I am so worried about my physical problems that I cannot think about anything else. 

21        0     I have not noticed any recent change in my interest in sex. 
       1     I am less interested in sex. 
       2     I am much less interested in sex. 
       3     I have lost interest in sex completely. 

 
Please indicate if you have felt any of the following, how often and for what period of time: 
 

□ Depressed mood 

□ Loss of interest or pleasure in usual activities 

□ Significant change in weight and/or appetite 

□ Insomnia or hypersomnia 

□ Psychomotor agitation or retardation 

□ Increased fatigue and loss of energy 

□ Feelings of self-reproach, worthlessness or 

inappropriate guilt 

□ Slowed thinking or impaired concentration 

□ Suicide attempt or suicidal ideation



Credit/Debit Authorization/Consent Form  
for Payment of Services 

 
 
Client Name ____________________________________________________ 
  Print:   Last                     First  Middle Initial 
 
 
Name on Card if different ___________________________________________ 
 
 
I authorize Dr. Suzanne Pelka, L.M.F.T. Ph.D. and Psychotherapy Works, Inc. to charge my 
credit/debit card for psychotherapy services rendered in the amount of  $______ per 
therapeutic hour (50 minutes) plus a $5 credit card processing fee.  This authorization is good 
for all visitis of service rendered for the next 12 months beginning  (12 months beginning 
____/____/____ (today’s date) including missed sessions that were not cancelled within 48 
hours notice or for sessions in which I did not provide payment.  
 
 
Type of Card:       VISA        MasterCard.         Discover     AMEX 
 
Exp. Date ____________ 
 
 
Card Number _______ - _______ - _______ - _______  CVV Number ________ 
 
 
The CVV number is 3 digits for Visa/MC/Discover and located on back of card. 
The CVV number is 4 digits for American Express and located on front of card. 
 
 
Card Holder's Billing Address for monthly credit/debit card statements: 
  
__________________________________________________________________ 
Street      City   State        Zip 
 
 
If I have questions about these charges, I agree to contact my provider Dr. Suzanne Pelka by 
email (info@drpelka.com or Suzanne.pelka@gmail.com).  I agree that I will not pursue a refund 
directly through my credit/debit card company, bank or financial institution.  If any of my 
actions yield a chargeback for any reason, I agree to pay any and all penalty fees incurred by my 
provider, Suzanne Pelka.   
 
 
Card Holder Signature ___________________________         Date ____ /____ /____ 
  
Email Address of Card Holder   ____________________________________ 
 
Charges will appear on your statement as “Psychotherapy Works, Inc.” or some abbreviation 
thereof.   
 

mailto:info@drpelka.com
mailto:Suzanne.pelka@gmail.com


 

EMERGENCY CONTACT INFORMATION 
 

 
Client Name: __________________________________   Client D.O.B.: ____________________  
 
Client Address: _________________________________________________________________ 
 
 

Emergency Contact Person #1:  
 
Name:  _________________________                   Relationship to you: ____________________ 
 
Location (City & State): __________________________________________________________  
 
Phone number(s): _______________________ _______________________________________ 
 
Notes, circumstances re relationship, etc.: ___________________________________________ 
 
__________________________________________________________________________________________________________ 

 
 
 

Emergency Contact Person #2:  
 
Name:  _________________________                   Relationship to you: ____________________ 
 
Location (City & State): __________________________________________________________  
 
Phone number(s): _______________________ _______________________________________ 
 
Notes, circumstances re relationship, etc.: ___________________________________________ 
 
__________________________________________________________________________________________________________ 

 
 
 

Current Doctor: _______________________________________________________________   
 

Local Hospital:  ________________________________________________________________  
 

Medical Insurance Provider: _____________________________________________________ 
 
Medical Conditions: _______________________         _________________________________ 
 
__________________________________________________________________________________________________________ 

 
Current medications, both psychiatric and medical: ___  _______________________________ 

 
___________________________________________________________________________________________________________ 

 


