
 

LINDA LEWIS GRIFFITH, M.A.     
Marriage and Family Therapist                      License:  MFC 19473 

11549 Los Osos Valley Rd., #200                  Tel: 805-544-9186 

San Luis Obispo  CA  93405       Fax: 805-549-9197 

 

DATE_____________ 

 

CLIENT(S’) NAME(S) 

 

_________________________________________D.O.B.__________AGE_________ 

 

_________________________________________D.O.B.__________AGE_________ 

HOME 

ADDRESS________________________________CITY_____________ZIP________ 

WORK 

ADDRESS________________________________CITY_____________ZIP________ 

 

HOME PHONE______________________WORK PHONE____________________ 

 

CELL PHONE_______________________SOCIAL SEC # ____________________ 

 

E-MAIL _________________________________________ 

--------- 

NAME OF RESPONSIBLE PARTY IF DIFFERENT FROM CLIENT______________ 

 

EMPLOYER______________________________D.O.B.____________ 

 

RELATIONSHIP TO CLIENT_____________________SOCIAL SEC #_____________ 

 

ADDRESS_____________________________CITY_______________ZIP___________ 

 

CLIENT MARITAL STATUS______________CLIENT OCCUPATION____________ 

 

SPOUSE’S NAME___________________SPOUSE’S OCCUPATION______________ 

 

CHILDREN’S NAMES AND AGES _________________________________________ 

 

RELIGIOUS AFFILIATION_________________________ 

--------- 

CURRENT MEDICAL PROBLEMS___________________________________________ 

 

MEDICATIONS YOU ARE CURRENTLY TAKING 

 

________________________________DOSAGE__________DATE BEGUN_________ 

 

________________________________DOSAGE__________DATE BEGUN_________ 

 

________________________________DOSAGE__________DATE BEGUN_________ 

 

 

 



 

 

 

 

PRESCRIBING PHYSICIAN__________________________PH#__________________ 

 

 

 

PERSONAL PHYSICIAN’S NAME_____________________PH#_________________ 

 

DATE OF LAST EXAM__________________ 

 

 

 

 

HAVE YOU RECEIVED ANY PREVIOUS COUNSELING OR PSYCHIATRIC 

TREATMENT?_____________ 

 

DATE(S) OF TREATMENT_________________________ 

 

PURPOSE OF TREATMENT________________________ 

 

HAVE YOU EVER BEEN HOSPITALIZED FOR PSYCHIATRIC REASONS?______ 

 

DATE(S) OF HOSPITALIZATION_____________________ 

 

PURPOSE OF HOSPITALIZATION______________________ 

 

BRIEFLY STATE THE NATURE OF YOUR 

PROBLEM(S)_______________________________________________________ 

 

 

 

    ______________________________________________ 

    SIGNATURE OF CLIENT OR RESPONSIBLE PARTY 

 

 

 

 

 

 

 

 

 


