Penny Kruger, LCSW
Professional Association

Client Information

Name: 


Date of birth:  

/

/



Social Security #_________________________________

Address: 

   
Phone: 

 (day)    OK to leave message?  (Yes/No)   

 
Email:_____________________________________________

Would you like to use credit card to pay your bill? Y/N   (If so, there is a 3% additional fee per service).
Partner/spouse’s name: 


Date of birth: 

/

/


Address (if different): 



Phone: 

 (day)    OK to call?  (Yes/No) 
 (evening)
EMERGENCY CONTACT INFORMATION (name, relationship, and contact number):________________________________________________
Please list the names, ages, and relationships of all those in your current household: 


Occupation, employer, and current number of hours worked per week:

Your highest educational level: 



Do you have any health or medical problems, and which medications are taken, if any?
Where do you obtain your health care (facility or provider)? 


What service are you specifically requesting of this therapist? 


Have you had therapy or counseling before?  Please list dates and name and location of provider(s):

Was it helpful to you? 

If not, why not? 


Please make any other comments here:


Referral source: 


Address: 


Phone: 


