FUNDAMENTAL HEALTH INC

CLIENT INFORMATION / Adolescent

Name:  _________________________________________________       Today’s Date:  ________________________

Date of Birth:  ___________________________          Age:  _____          Gender:     Male    Female

Parent(s)/Guardian(s):  _____________________________________________________________________________

Mother     Father     Stepmother     Stepfather     Adoptive or Foster Parent(s)     Married     Separated     Divorced
Siblings (Names and ages):  _________________________________________________________________________

Street Address:  __________________________________________________________________________________

City:  ____________________________________     State:  ________     Zip:  ________________________________

Phone:  ___________________________________     E-Mail:  ____________________________________________

Work Phone:  ______________________________    Mobile Phone:  _______________________________________

School:  __________________________________________________     Grade:  ______________________________

IEP /504 or other special services or accommodations?     No     Yes (specifiy)  _________________________________

Primary Care Physician / Group:  _____________________________________________________________________
List major medical concerns:  ________________________________________________________________________

List current medications and dosages:  ________________________________________________________________
List previous mental health evaluations, treatment, diagnoses and approximate dates of service:  ________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

Referred by:     ________________________________________________ ___________________________________     
