
 Vicki Klein, LCSW-C 

11140 Rockville Pike, Suite 419
North Bethesda, MD 20852

(301) 775-6931

  Patient Information Form 

Today’s Date: ____________________________________________________________________________ 

Patient Name:____________________________________________________________________________ 

Street Address:___________________________________________________________________________ 

City:_______________________________________ State: _________________ Zip Code:____________ 

Contact info: (put a star next to preferred number): 

Home #:___________________________________________________________________________ 

Cell #:______________________________________________________________________________ 

Work #:____________________________________________________________________________ 

Email: _____________________________________________________________________________ 

Date of Birth:_______________________________________ 

Gender:_____________________________________________ 

Emergency Contact: 

Name:__________________________________________________ Telephone #:____________________ 

Relationship:_______________________________________________________________________________ 

How were you referred?___________________________________________________________________ 

Primary reason for seeking therapy: _____________________________________________________ 



 
Any significant medical history?___________________________________________________________ 
 
 

 
Any issues with drugs/alcohol? ________________________________________________________________ 
 
 
Have you ever been in therapy before?  If so, when? ___________________________________________ 
 
 
 
If client is a minor: 
 
School:_____________________________________________________ Grade:___________________ 
 
 
Parent 1 Name:_______________________________________________________________________ 
 
Parent 1 Address: ____________________________________________________________________ 
  
            ____________________________________________________________________ 
 
Parent 1 Home Phone:___________________________________ Cell Phone:_______________ 
 
Parent 1 Occupation: _____________________________________Work Phone:_____________ 

 
 
Parent 2 Name:________________________________________________________________________ 
 
Parent 2 Address: _____________________________________________________________________ 
  
            ______________________________________________________________________ 
 
Parent 2 Home Phone:___________________________________ Cell Phone:________________ 
 
Parent 2 Occupation: _____________________________________Work Phone:______________ 
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