
 SEQ CHAPTER \h \r 1Knute Anderson, Psy.D.
Licensed Clinical Psychologist – (PSY-23062)

	
	

	23 Altarinda Rd., Suite 212
	Tel: 925-234-6676

	Orinda, CA 94563
	


Patient Information

	Name
	Date

	Home Phone                  
	Mobile Phone

	Work Phone                    

May we contact you?  (Please circle one)    Yes  or  No

May we leave a message?  (Please circle one)   Yes  or  No

	Fax Number

	Email Address

	Street Address

	City, State, Zip Code

	Birth date                                    Age
	Social Security
	Sex     M  or    F

	Ethnic Background

	Job Information

	Name of Company
	Job Title

	How long have you worked there?

	Any job related concerns?


	What is the reason for your visit?

	

	

	Family History

	Marital Status:              Single       Married      Separated       Divorced      Widowed     Other______________

	Partner’s Name & Length and General Description of Relationship

	

	Parent’s Name

	Sibling/s Name

	Child or Children Name/s


	Persons Living in Household

	Name
	Sex
	Birth 

Date
	Relationship

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Education and/or employment

	

	Military Service

	

	Emergency Contact’s Name
	Phone

	Relationship
	Address

	Environmental Stressors

	Marriage
	Divorce

	Employment
	Family

	Illness
	Legal

	Other current stressful situations

	

	Drug & Alcohol Use
	Frequency/Amount
	First Use/Last Use

	
	
	

	
	
	

	
	
	

	
	
	

	Mental Health History

	Therapy Dates
	Hospitalization Dates

	Therapist (License Type)

	Agency

	Contact Information

	Tests Given

	

	

	Therapy Dates
	Hospitalization Dates

	Therapist (License Type)

	Agency

	Contact Information

	Tests Given

	

	

	Medical History

	Prior medical hospitalization?
	Yes
	No

	Dates
	Doctor

	Dates
	Doctor

	Dates
	Doctor

	Currently being treated for a medical problem?
	Yes
	No

	Doctor
	Condition

	Doctor
	Condition

	Doctor
	Condition

	Current Medications

	Medication
	Dosage/Frequency
	Prescribed by

	
	
	

	
	
	

	
	
	


	Past or Current Conditions Experienced by Patient or Blood Relatives

(Please write “S” for conditions you experience yourself 

and “F” for conditions experienced by family members)

	Relationship problems
	Pain
	Headaches
	Anxiety

	Job problems
	Substance abuse
	Dizzy spells
	Violence

	Sleep disorders
	Suicide
	Memory loss
	Legal problems

	Depression
	Eating disorders
	Sexual problems
	Head injuries

	Huntington’s
	Parkinson’s
	Thyroid problems
	Seizure disorders

	Learning Disabilities/ADD/ADHD

	

	Other:

	

	Are you right or left handed?

	Date of last physical exam
	Results

	

	

	


_________________________________________________

______________________________

Patient’s Signature






           Date

_________________________________________________

______________________________

Parent’s Signature (If Patient is a Minor)


                       Date

Please bring any medical, mental health, school, work, or other supporting documents with you. Thank you for completing this patient packet.
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