CLIENT INFORMATION SHEET

Labella Luce, LLC

Date:

Client Name:

(Last) (First) (Middle initial)
Address:
City: State: Zip:

Home Phone: ( ) - - Cell Phone: ( ) - -

Email:

Birth Date: Age:

Health History

Wisconsin State Codes require that all psychotherapy clients have in their file a referral from either a
physician or an approved/licensed psychologist. | understand that the supervising psychologist or
psychiatrist or my primary care physician will provide the needed referral for my file.

Primary Care Physician:

Address of PCP: City

Fax:

Phone:

Are you currently being treated by any health care professional? Yes No

Is so, by whom




Please list all current medications:

Medication dosage condition

(if more space is required please attach additional sheet)

Allergies

Current Medical/Emotional Conditions: (Please check all that apply)

Anxiety

Allergies

Asthma

Arthritis

Back Trouble

High Blood Pressure
Cancer

Chronic Pain
Depression

Diabetes
Epilepsy/Seizure Disorder
Frequent Constipation
Frequent Headaches
Fatigue

Hay Fever

Heart Problems
Hearing Problems
Irritable Bowels
Sleep Disturbances
Stomach Problems
Skin Problems
Sexually Transmitted Diseases
Vision Problems
Weight change
Smoker

Other Please list:

How do you view your health status? (circle) Excellent

Good

Fair

Poor



Have you ever used drugs or alcohol, if so describe use:

Education:

Last grade completed?
Where:

Employment:

Name of Employer:
City:

Occupation:

Dates of Employment:

Military Service:

Reason for Seeking Assistance: In your own words, please describe why you are seeking help
at this time.

Client Signature:

Date:




