ANNE CROWLEY, PH.D.

                Licensed Psychologist
2499 S. Capital of Texas Hwy

Building A, Suite 105

Austin, Texas 78746
(512) 659-7999


CLIENT INFORMATION FORM

(PLEASE PRINT CLEARLY)

Name: ​____________________________________________

Date: ______________

Address: ______________________________________________________________________



Street



            City

   State 

Zip

Telephone Numbers:
Home (_____) ____________
Cell: (_____) ____________

Work: (_____) ____________
Employed at: ______________________________

Your Job Title: ______________________
How long employed there? ________
Date of Birth: ______________ Age: _____

Gender: ___Male ____Female

Race:  ___African American   ___Anglo   ___Asian   ___Hispanic   ____Bi-racial   ____Other

Who referred you? ____________________________________________

Contact Preferences:

Phone: (H) _________________        (W) __________________
   (C) ___________________ 

⁭ OK to leave a message

⁭ OK to leave a message

⁭ OK to leave a message


    ⁭with details

 
   ⁭with details

    
    ⁭with details


    ⁭call back number only

   ⁭call back number only
    
    ⁭call back number only
Written communication: ⁭ OK to mail to home address above
⁭ OK to fax to: _______________

(For reasons of privacy/ confidentiality Dr. Crowley does not use email for clinical purposes)

n Case of emergency, whom should I contact?

Name: _________________________________________      Phone: _____________________
Relationship: ___________________________

Signature: ______________________________________
Date: ______________

FAMILY INFORMATION

Current Marital Relational Status:

 ___Single ___Cohabitating   ___Partnered/ Married   ___Separated   ___Divorced   ___Widowed
If Currently Married, how long have you been married? _________________________________
Previous Marriages: __________________________________________________________

Please list any (step) children you have, their age and whether they live with you currently:

_____________________________________________________________________________
_____________________________________________________________________________

Are your biological parents married? ______ divorced?_____  separated?_____  widowed?_____

If so, how old were you when these events occurred? __________________________________
If your biological parents were divorced, with whom did you live? _______________________
_____________________________________________________________________________
EDUCATIONAL BACKGROUND
Are you currently in school? _____YES   ___NO

If YES, Name of School: _________________________________________________________

Current Grade/ Classification/ Major or identified area of study: __________________________

______________________________________________________________________________

Highest Grade/ Degree Completed: __________________Year this degree completed: ________

School Name: _________________________________________________

Special Education?  _____Yes   _____No     If Yes, what type? ____________________

Please indicate your biological parent’s highest level of education (e.g. high school, college, etc.)

Biological Father: ___________________ 
Biological Mother: _____________________

Mother's occupation: ___________________________________________________________
Father's occupation: ____________________________________________________________
MEDICAL HISTORY
Please list any medical conditions for which you are currently receiving care: 
______________________________________________________________________________Please list any medications you take regularly and the reason you take them:

______________________________________________________________________________

Please respond to the following questions by circling either YES or NO:

Have you ever been treated by a psychiatrist before?


YES
NO

If YES, with whom and when: _____________________________________________________

Have you ever been in counseling/psychotherapy before?

YES
NO
If YES, with whom and when: _____________________________________________________

Do you feel it was helpful? 




YES
NO

If NO, please explain: _____________________________________________________

Have you ever taken medication to manage depression, 


YES
NO
anxiety, or any other mental states (including difficulty sleeping)


If YES, please list: ______________________________________________________________

Have you ever had a head injury, and/or,




YES
NO

been knocked unconscious been in a coma?


If YES, please explain: ___________________________________________________________

1.  Please state the reason(s) you are seeking therapy:

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

2.
When did the concern(s) or issue(s) begin?
____________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________
3.
List anything you did to improve the situation: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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