FUNDAMENTAL HEALTH INC

CLIENT INFORMATION / Adult

Full Name:  ___________________________________________________     Today’s Date:  ____________________

Date of Birth:  ______________________________         Age:  _______          Gender:     Male     Female

Street Address:  __________________________________________________________________________________

City:  _______________________________________     State:  _________     Zip:  ____________________________

Home Phone:  ________________________________     E-Mail:  __________________________________________

Work Phone:  ________________________________      Mobile Phone:  ____________________________________

Employer:  __________________________________     Occupation:  ______________________________________

Marital Status:     Single     Married     Separated     Divorced     Widowed
Spouse’s Name:     N/A     __________________________________________________________________________

List children’s names and ages:     N/A     ______________________________________________________________

List the names and ages of any other person’s currently living with you:  _____________________________________

Primary Care Physician / Group:  ____________________________________________________________________

List major medical concerns:  _______________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

List current medications and dosages:  ________________________________________________________________
________________________________________________________________________________________________
List previous psychological evaluations and/or treatment, provider and approximate dates of service:  ________________________________________________________________________________________________

________________________________________________________________________________________________
________________________________________________________________________________________________
Previous Diagnoses:  _______________________________________________________________________________
Referred by:     ___________________________________________________________________________________     
