
Child and Adolescent Patient Information

Date: _____________________________

Child’s Name: _______________________________________ Gender:_________________________
Age: _________ Date of Birth: _______________________________________ Grade:_____________
Street Address:_______________________________________________________________________
City: _____________________________ State: __________________ Zip Code:__________________

Parent 1 Name: ________________________________________ DOB:_________________________
Street Address:_______________________________________________________________________
City:_____________________________ State: _____________________ Zip Code: ______________
Occupation:__________________________ Place of Business :_______________________________
Phone Number: ______________________________________________________________________
Email Address: ______________________________________________________________________

Parent 2 Name: ________________________________________ DOB:_________________________
Street Address:_______________________________________________________________________
City: _____________________________ State: _________________ Zip Code: __________________
Occupation:__________________________ Place of Business: _______________________________
Phone Number: ______________________________________________________________________
Email Address: ______________________________________________________________________

Referred by: _________________________________________________________________________

Are their custody or guardianship arrangements?
If so, please provide documentation of custody or guardianship arrangements.


