Biographical Information

Name:  _____________________________________  Age:  ____  Birthdate:  ___________

Mailing Address:  ____________________________________________________________

                                                              Street

   

City

State
        Zip code
Home phone:  _________________________Work phone:  __________________________

Cell phone:  __________________________  Marital Status:  ________________________
Insurance:  __________________________  Insurance ID#:  _________________________

Emergency Contact Person:  ________________________Phone #:  _________________

Occupation/Employer:  _______________________________________________________

Who referred you to Meredith Lisa Kramer LCSW?  _______________________________

FAMILY MEMBERS
            Family members names                Age      Living (yes/no)             Occupation        

	Spouse/ Significant other:
	
	
	

	Mother’s Name:
	
	
	

	Father’s Name:
	
	
	

	Child’s Name:
	
	
	

	Child’s Name:
	
	
	

	Child’s Name:
	
	
	

	Child’s Name:
	
	
	

	Child’s Name:
	
	
	


PERSONAL MEDICAL HISTORY
Do you have or have you had any of the following health problems?  (Check Yes or No)
	
	YES
	NO
	
	YES
	NO

	High/Low Blood Pressure            
	
	
	Epilepsy/Seizures              
	
	

	Heart Disease/High Cholesterol                      
	
	
	Kidney Disease                   
	
	

	Gastrointestinal Issues              
	
	
	Thyroid/Endocrine                
	
	

	Cancer                                         
	
	
	Migraines                          
	
	

	Asthma                                   
	
	
	Substance Abuse                 
	
	

	Anxiety
	
	
	Self Mutilation
	
	

	Eating Disorder
	
	
	Depression
	
	


Please list any allergies you have to food, medicine and/or environment:  _________________

______________________________________________________________________________________________________________________________________________________

Who is your primary care physician:  _________________________Phone #:  ____________

Address:____________________________________________________________________

Are you presently being treated for any medical issues?  Please explain:  _________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please list any medications and supplements you presently take:

               Medication

          Dose
           Reason Taking/Diagnosis                 Date Started 

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


FAMILY MEDICAL HISTORY
Have you or any of your blood relatives suffered from the following illnesses?  

                    Medical Illness

          Circle Yes or No                   Which Relative?
	High/Low Blood Pressure
	 Yes
	   No
	

	Heart Disease/High Cholesterol
	 Yes
	   No
	

	Diabetes
	 Yes
	   No
	

	Cancer
	 Yes
	   No
	

	Mental Illness
	 Yes
	   No
	

	Obesity or Anorexia or Bulimia
	 Yes
	   No
	

	Anxiety or Depression
	 Yes
	   No
	


Please write a summary of what brings you in today.  ____________________________ _________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Signature of person completing form:___________________________ Date:___________
Copyright Meredith Lisa Kramer LCSW
Copyright Meredith Lisa Kramer LCSW


