REGISTRATION FORM/PATIENT RECORD
PATIENT INFORMATION (Please print)
________________________		________________________		________
Last Name				First Name				M.I.
______________________________	__________________	__________	__________
Street Address				City			State		Zip Code
Home Phone (_____)__________________________	May I call you here?________
Cell Phone (_____)___________________________	May I call you here?________
Do I have permission to email you? _____________ Text you?________________
Email Address _______________________________________________________
Date of Birth____________________________
Marital Status: Married____Single____Separated____Divorced______Widowed_____
Emergency Contact:  	Name________________________ Address____________________________
			Phone_________________Relationship to you__________________________
Reason for seeking counseling today (Include any prior history of counseling):____________________ ____________________________________________________________________________________
___________________________________________________________________________________	
Relevant medical conditions (History, current conditions):____________________________________

____________________________________________________________________________________
Medications (Dosage, dates of initial prescriptions, name of prescribing MD):
____________________________________________________________________________________
_____________________________________________________________________________________
Allergies/Adverse reactions to food or medication: __________________________________________
_____________________________________________________________________________________
