TERI M. POKRAJAC, PSY.D. & ASSOCIATES
A CLINICAL PSYCHOLOGY CORPORATION

CLIENT INFORMATION

Name (first, middle, last) _________________________________________________________

Home phone (________) _________________________________________________________

Business phone (________) _______________________________________________________

Alternate phone (________) ______________________________________________________​​

Social Security Number __________________________________________________________

Street Address _________________________________________________________________

City ________________________________ State __________ Zip Code _________________

Email Address _________________________________________________________________

Date of birth ______/______/_______

Sex (please circle) 
M
F

Please circle:  

employed

f/t student

p/t student

Employer or school _____________________________________________________________

Occupation or position ___________________________________________________________

Marital Status: (please circle) 

single

married
other

Spouse or partner’s name _________________________________________________________

Referred by ____________________________________________________________________

Nearest relative’s name _____________________Relationship ___________________________

Address ______________________________________________________________________

Phone (________) ______________________________________________________________

Emergency contact name _______________Relationship _______________________________
City ________________________________ State __________  Zip Code _________________

Phone 1 (______) _______________________      Phone 2 (_____) _______________________
