
LAUREN JORDAN, LCSW, CST

Client Information

Name ____________________________________
Address __________________________________

  __________________________________
City  _____________________ State ________ Zip __________
Email address _________________________________________ (will be used to 
confirm your appointments)

Date of Birth ___________   Age _________
Ethnicity ___________________________
Education __________________________
Phone _____________________H _______________________C ________________W

Employer ____________________________________
Occupation ___________________________________

In case of emergency, contact: ______________________________ 
Relationship to you _______________________________________
Phone ______________________H _______________________C ______________W

Referred by ___________________________
Marital Status:  Single _____ Married _____ Separated _____ Divorced _____
                          Living Together ______ Widow(er)

Number of children _____
Ages of children ________________________________________

Name of Primary Care physician _____________________________________
Phone _______________________
Name of OB/Gyn  (if female)      _____________________________________
Phone _______________________
Name of Psychiatrist (if applicable)___________________________________
Phone _______________________

Current Physical Problems __________________________________________
________________________________________________________________

Current Medications _______________________________________________
________________________________________________________________


