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Encino Medical Plaza 

5400 Balboa Boulevard, Suite 311 

Encino, California 91316 

Tel.:  (626) 470-3568 

 

ADULT GENERAL INFORMATION 
 

Please be advised, this information is STRICTLY CONFIDENTIAL.  Accordingly, any disclosure of 

this information is strictly prohibited without your express written permission. 

 

 

Date:    ____________________________ _____ Completed by:  __________________________ 

 

 

 

Name:   _________________________________ Age:  ______ Date of Birth:  ______________ 

 

Address:   _____________________________________________ Phone:  ___________________ 

 

  _____________________________________________ Marital Status:  _____________ 

 

Telephone: _________________________________ E-mail Address:  _________________________ 

 

Social Security No:  __________________________  Driver’s License:  _______________________  

 

 

 

Occupation:   ________________________________ Faith/Religion:  __________________________ 

 

Employer: ____________________________ _____  Employer Phone:  ________________________ 

 

Employer Address:  ____________________________________________________________________ 

 

 

 

Children (Name(s), Age(s), Sex, Natural or Step, etc.): 

 

_______________________________________  _______________________________________ 

 

_______________________________________  _______________________________________ 

 

 

Years/Times Married, Separated, Divorced:  _________________________________________________ 
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Physician Name:  ____________________________ Telephone:  _____________________________ 

 

Physician Address:  ____________________________________________________________________  

 

Date of Last Visit:  _____________________  Date of Last Completed Physical Exam:  ____________ 

 

Physical Health Problems:  ______________________________________________________________ 

 

Current Treatment/Medication:  ___________________________________________________________ 

 

 

 

Previous Therapist:  __________________________ Telephone:  _____________________________ 

 

Dates of Therapy:  _____________________________________________________________________ 

 

Reason(s) for Therapy:  _________________________________________________________________ 

 

Family History of Psychological Problems or Mental Illness:  ___________________________________ 

 

_____________________________________________________________________________________ 

 

 

 

Emergency Contact:  __________________________ Telephone:  _____________________________ 

 

Address:  ___________________________________ Relationship:  ___________________________ 

 

Emergency Contact:  __________________________ Telephone:  _____________________________ 

 

Address:  ___________________________________ Relationship:  ___________________________ 

 
 

 

 

 

 

 

  


