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NEW CLIENT INFORMATION 

Contact Information 

Name: _______________________ Date of Birth ___ /___/___ Today’s Date ___ /___ /___ 

Occupation: __________________________________________________________________ 

Primary Care Provider: ________________________________ Phone: __________________ 

Source of Referral: ___________________________________  Email: __________________ 

Home address: _______________________________________________________________ 

Cell phone: __________________________________________ Email: __________________ 

1) What major concern, symptom or problem brings you here? 

______________________________________________________________________________ 

______________________________________________________________________________ 

2) When and how did this begin? 

______________________________________________________________________________ 

______________________________________________________________________________ 
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3) What tests/treatments have you received for this concern? 

______________________________________________________________________________ 

______________________________________________________________________________ 

4) What are your goals for treatment? 

______________________________________________________________________________ 

______________________________________________________________________________ 

5) Please list any other pertinent medical diagnoses/treatments: 

______________________________________________________________________________ 

______________________________________________________________________________ 
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