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Client Information Sheet 
 
Client Name_____________________________________ DOB___________S.S. #_________________ 
Age________ Gender_________ Marital Status___________________ Ethnicity ___________________ 
Address_____________________________________ City_____________ State_______ Zip__________ 
Home Phone_________________ Cell Phone_______________ Can we leave a message?  __ Yes __ No 
Email Address ____________________________________Preferred contact method: Phone __ Email __ 
 
Employer________________________________________ Job Title _____________________________ 
Address___________________________________________ Phone _____________________________  
 
Students: Grade/Level _______ School_____________________________________________________  
Address___________________________________________Phone______________________________ 
 
Primary Physician__________________________ Date of last visit__________ No Primary Physician 
Address____________________________________________Phone_____________________________ 
 
Psychiatric Prescriber _______________________ Date of last visit_______  No Psychiatric Prescriber 
Address __________________________________________ Phone______________________________ 
 
Emergency Contact__________________________________ Relationship_________________________ 
Address_____________________________________________Phone____________________________ 
 
Who referred you to this office? __________________________________________________________ 
Address_____________________________________________Phone____________________________ 
 
Reasons for referral? 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
 
Client or authorized person’s signature: I authorize Dr. Kim to make contact with the referral source, my 
physician and my prescriber, for purposes of treatment planning and coordination of care. 
 
 
___________________________________________                                           __________________ 
Signature                                                                                               Date 
 
___________________________________________                                       
Printed Name 


