
                                

CLIENT INFORMATION

Today’s Date: _____________________

Name: ___________________________________________ DOB: ___________________

Address: __________________________________________________________________

    __________________________________________________________________

Home Telephone: _______________________________ (Okay to leave message? Yes/No)

Business Telephone: ____________________________  (Okay to leave message? Yes/No)

Cellular Telephone: _____________________________  (Okay to leave message? Yes/No)

Reason for Referral: _________________________________________________________

_______________________________________________________________________

Referral Source: ____________________________________________________________

Spouse/Significant Other’s Name: ______________________________________________

Names and Ages of Children: __________________________________________________

__________________________________________________________________________

Emergency Contact: _________________________________________________________

Prior Psychiatric/Psychological History: __________________________________________

Medications:  ______________________________________________________________

May I mail South County Psychotherapy Information to your home address? Yes/No

(949) 235-6636   drallison@drallisonkress.com   www.DrAllisonKress.com

271 Wyatt Way NE Suite 200, 
Bainbridge Island, Washington 98110

Allison S. Kress Psy.D. (PY 60558205)

2500 E. Madison Street Suite 304, 
Seattle Washington 98112
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