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Patient Registration and Information
Name:  __________________________________________Date of Birth:____________
Home Address:  __________________________________________________________

City:  ____________________________________State:  ______Zip:  _______________

Home:___________________Cell:_________________Work:_____________________
Please indicate if I can leave a message at any of these numbers.  Home: yes/no  Cell: yes/no  Work:  yes/no
*E-mail Address:










□Please do not contact me by e-mail. *E-mail is not confidential and therefore used infrequently.  

Emergency Contact:  __________________________________Phone:  ______________

--------------Person Responsible for Payment If Different From Above. ------------------ 

Name:  __________________________________________Relationship:____________

Home Address:  __________________________________________________________

City:  ____________________________________State:  ______Zip:  _______________

Home:___________________Cell:_________________Work:_____________________
*E-mail Address:










I give my permission to Alicia Outcalt to release billing information to the person named above.   I understand that I am ultimately responsible for any unpaid balance.  
______________________________________

____________________________________

Signature


Date


Print Name
Medical Information
Primary Care Physician:  ______________________________Phone:  ______________
Psychiatrist:  ________________________________________Phone:  ______________

Current Medications:



































Medical conditions/concerns: 

































Surgeries: 











Allergies:











General physical health is:      □Excellent      □ Good      □Fair      □Poor
Treatment Information

Referred by:  










Reason for your visit:



































Desired outcome of treatment:




















Past therapy experiences: (Please comment on past reasons for treatment, length of treatment, and if it was helpful or a negative experience)











































Personal History
It can be difficult to get through the initial assessment process but the following information will be helpful in this process and can help us move more quickly into addressing what is most important to you. The more that I know about you and your background the better I can tailor my interventions to you.  I understand that it is difficult to answer these questions openly before we have met.  Please do not feel obligated to answer anything that you are not ready to share with me at this time or in this written format.  You can simply leave certain areas blank and make comments on areas that you feel comfortable with.  Feel free to add any other information I have not asked but that you want to make sure that I know right away.  

Where did you grow up? 









Who lived with you when you were a child? 



















Please list your siblings by their birth order and what part of the country they live in now.  
















































Family History of emotional and substance use problems:






























Current and Past Substance use: 
































Significant past events:
  

































How did you do in school both academically and socially? 

















Highest Grade/Degree Earned (include date and area of study)  
















CurrentOccupation/Employer:_______________________________________________

Length of time with this employer?___________________________________________

Longest time with one employer? ____________________________________________
Hobbies: 











Accomplishments: 










What has been the best time of your life?































Who lives with you at this time?
































Who do you count on for emotional support?






























*Please complete a release of information for any professional or personal contact that you would like me to communicate with.  
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