Kristin B. Webb, Psy.D.

Licensed Psychologist

919/225-1569

Patient Information Form

Name _________________________________________
Today's Date ____________

Preferred pronouns (e.g., he/him/his, she/her/hers, they/them/theirs) _____________________________________________
Address _________________________________________
              _________________________________________

Telephone Numbers __________________________(days)



            __________________________ (evenings)

May I leave voicemail messages? 

 __________ (day phone)







 __________ (evening phone)


Birthdate ______________________

Age _________
Relationship Status _____ Single   _____ Married/Partnered/In a committed relationship   ______ Divorced   ______ Separated   _____ Widowed/Widowered

Place of Employment/School  ________________________________________

Please list the names and ages of the people who live with you

Name ______________________
Age _____
Relationship _____________

Name ______________________
Age _____
Relationship _____________

Name ______________________
Age _____
Relationship _____________

In an emergency, whom should I contact? 

Name ______________________
Phone # ____________ 

Email: ___________________
Relationship _____________

Reason for seeking therapy: Please write a phrase or a sentence that describes why you are now seeking psychotherapy. ________________________________________________________________________________________________________________________________________________________________________________________________________________________

Would you describe your difficulties as related to: 

_____ depression

______ anxiety     
______ substances
_____ low self-esteem     
______ temper    
______ relationship

_____ past experience     
______ goals     
______ children

Drug and Alcohol Consumption:

Do you drink alcoholic beverages?     _____ Yes     _____ No

If yes, how much do you consume?   _____________________________

Do you take any illegal substances?   _____ Yes     _____ No

If yes, which substances and how often? ________________________________________________________________________

Physical Health:

Do you take any prescribed medication?  _____ Yes     _____ No

How do you rate your general health? _____________________

Please list any medical conditions you are being treated for at this time: _____________________________________________________________

When was your last physical? _________________________

Who is your primary care physician? _________________________________

Previous Therapy:

Have you ever seen a therapist before?    _____ Yes     _____ No

If yes, whom did you see? ___________________________________________

Have you ever been hospitalized for psychological problems or substance abuse problems?   _____ Yes      ______ No

If yes, when and where? __________________________________________________

Has anyone in your family ever been treated for these problems? _____ Yes    _____ No

If yes, when and where? __________________________________________________

Medications: 

Medication


Dose

Date Started
 

Prescribed by

________________________________________________________________________

Other:

Are you involved in any legal claims related to the problems that bring you to therapy? 
_____ Yes     _____ No

If yes, please explain: ______________________________________________________

________________________________________________________________________

How did you find my practice? ____________________________________________
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