SMOOT PSYCH ADULT DATA FORM 

6512 Six Forks Road, Suite 302







         Tel: 919-518-0390

Raleigh, NC  27615








        Fax: 919-341-8210

IDENTIFYING INFORMATION:

Today's Date:____/____/____  Gender M____ F____ Who Referred You? _______________

Name:___________________________Date of Birth:____/____/____ Age:______________

Street:______________________________City:_____________________Zip:___________

CONTACT INFORMATION:







OK to leave message?
Order of Preference

Home Phone:_____________________ 
Y_____ N_____   

_________

Work Phone:______________________   
Y_____ N_____      
_________

Cell Phone:_______________________   
Y_____ N_____            
_________

Email:___________________________      
Y ____  N_____     

_________

MARITAL/FAMILY STATUS:

Single___ Married ____ (____) yrs  Divorced ____ (_____) yrs   Separated ____ (_____) yrs

Living w/ Partner ____ (____) yrs  Widowed ____ (____) yrs    Prior Marriages? Y___ N____

Spouse's Name:______________________________Spouse's Age:____________________ 

Phone:______________________________Spouse's Occupation:_____________________

If we are unable to contact you, are we permitted to contact your spouse/partner? Y_____ N_____

Children's Names & Ages:_____________________________________________________

Any Adopted? Y_____ N_____

EMPLOYMENT:

Name of Employer:___________________________Years Employed There:_____________

Position:__________________________________Highest Education Level:_____________

MEDICAL/BILLING INFORMATION:

Name of Primary Physician:________________________Phone:______________________

Physician Address:_______________________________Fax:________________________

Current Medications & Dosage:_________________________________________________

Other Medical Issues?________________________________________________________

Any Past Psychotherapy? (If so, when and with whom)______________________________

Insurance Name:______________________________Policy #________________________

Name of Insured:___________________________Relation to Patient:__________________

DOB:_____/_____/_____   Group#:______________________________________________

