Susan D. BerrLiN, LICSW, CASAC

Psycuoraerarist, Hicn-ToucH Executive Coact & CONSULTANT

PSYCHOTHERAPY CONFIDENTIAL CLIENT INFORMATION

PLEASE ANSWER THE FOLLOWING QUESTIONS AS COMPLETELY AS POSSIBLE

Topay’s DATE:

FuLL NamE: MARITAL STATUS:
ADDRESS:
STREET Crry StaTE Z1r CobE
Howme ProNE: MosiLE PHONE:
‘Work PHONE: EMAIL ADDRESS:
Ace: DartE or BirTH: SSN: BIRTHPLACE:
Epucarion:
NUMBER OF YFARS DEcrER FieLp
EMPLOYER: Posrrion:
SPOUSE/PARTNER:
NAME AcE OCCUPATION
CHILDREN:
NaME, GENDER, AGE NaME, GENDER, AGE NaME, GENDER, AGE

HAVE YOU SEEN A PSYCHOTHERAPIST BEFORE? YES No IF YES, WHEN?

PLEASE LIST ANY CURRENT MEDICATIONS YOU ARE TAKING:

NAME OF PREVIOUS THERAPIST:

PLEASE GIVE A BRIEF DESCRIPTION OF THE ISSUES YOU WANT TO ADDRESS:

PLEASE TELL ME HOW YOU HEARD ABOUT MY PRACTICE:

IF YOU WERE REFERRED BY SOMEONE, MAY | CALL TO THANK THEM?  YES No

4315 50TH STREET, NW, SurtE 100 WasnineTon, DC 20016

PHoNE: 202-333-1787  WEBSITE: SUSANBERLINANDASSOCIATES.COM
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