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PATIENT DEMOGRAPHIC INFORMATION FORM 
 
Patient Name: ______________________________________ Today’s Date: ____________ 
Address: ______________________________________________________________________ 
Date of Birth: ___________________ 
Occupation:____________________________________________________________________ 
Name & Location of Physician: ____________________________________________________ 
Current Medications Dosage Purpose_________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
(Use reverse side for additional medication listings) 
 
 
Home Phone: ______________________________________ Okay to leave message? Y N 
Work Phone: ______________________________________ Okay to leave message? Y N 
Cell Phone: _______________________________________ Okay to leave message? Y N 
Email: ____________________________________________ Okay to send email? Y N 
Who referred you here? __________________________________________________________ 
Please list any previous mental health providers the patient has visited: 
Name Dates Contact Information 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
(Use reverse side for additional mental health listings) 


