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CONFIDENTIAL RECORD FORM 
 

 

Date:______________________________ Birth Date:__________ 

 

Child’s Name:________________________ Age:_______________ 

 

Address:________________________________________________________________ 

 

Home phone:  _______________________  Cell phone:__________________________ 

 

Parent/Guardian Name:______________________ Relationship:__________________ 

 

Address:________________________________________________________________  

 

Home phone:_________________________ Work phone:_________________________ 

 

Emergency Contact:____________ Relationship:_________________________ 

 

Employer:__________________________ 

 

Physician: __________________________ Physician’s phone:____________________ 

 

Current medical problems:__________________________________________________   

 

Prescription medications and dosages:_________________________________________ 

________________________________________________________________________ 

 

Current or past therapists:___________________________________________________   

 

Psychiatrist:__________________________ Phone number:_______________________   

 

Party Responsible for payment:______________________________________________   

 

How were you referred to my practice?________________________________________   

 

Current concerns:_________________________________________________________ 

________________________________________________________________________

________________________________________________________________________ 


