Registration Form
(Use back if more space is needed)
 
Name_____________________________________________
Address___________________________________________
City________________________ State _________Zip_____________
 
(Only list #’s & email where you can receive messages/info from me)
​Home: _______________________
​Cell: _________________________
​Work: ________________________
​Email: _____________________________________
 
Emergency contact __________________________Phone___________________
 
Who referred you? _____________________________________________________
 
Reason for seeking treatment___________________________________________
________________________________________________________________________
 
Previous Therapy/Psychiatric Treatment (what for, how long, result) ________________________________________________________________________
________________________________________________________________________________________________________________________________________________
 
Any family or life history that may be relevant to your seeking treatment at this time________________________________________________________________
________________________________________________________________________
 
Current medications____________________________________________________
________________________________________________________________________
 
 
(Stop here)
______________________________________________________________________________________________________
 
DSM IV-R
Axis 1: ______________________________________________
Axis 2: ______________________________________________
Axis 3: ______________________________________________
Axis 4: ______________________________________________
GAF: _______________________________________________
