Margaret Grundstein | M.F.T.

CLIENT INFORMATION FORM

NAME DATE

FAMILY COMPOSITION (List you and other family members who may be involved in treatment)
Name Age Birth Place Occupation or Current School
ADDRESS

CITY/ZIP

HOME PHONE # BUSINESS # CELL#

May | contactyouby mail? YES____ NO__ Bye-maill?YES___ _NO___ Bytext?YES____ NO___
DRIVER’S LIC# E-MAILADDRESS

MARITALSTATUS CHILDREN/AGES

WITH WHOM DO YOU LIVE? SPOUSE PARENTS OTHER

PLEASE LIST ANY CURRENT HEALTH PROBLEMS

PLEASE LIST ANY MEDICATIONS AND DOSAGES

PHYSICIAN'S NAME/ PHONE #

HAVE YOU BEEN HOSPITALIZED FOR PSYCHOLOGICAL REASONS OR DRUG
DEPENDENCY?

YES NO Ifyes, pleasedescribe
NAME/NUMBEROFPSYCHIATRIST(If Applicable)
ISSUES THATBRINGYOUTO THERAPY

PRIORTHERAPIST(S)ANDLENGTHOFTHERAPY

REFERRED BY PERMISSION TOACKNOWLEDGE?

Margaret Grundstein, Client Information Form, August, 2022
Adult, Child
and Family Therapy
2001 S. Barrington
Suite 203
Los Angeles, Ca. 90025

MFT LICENSE #50240 310 313 2979



