
 
 

Balanced Minds PLLC 

PATIENT INFORMATION 

 
Date:____/____/____ 

Last Name:___________________________ First Name:___________________________ M Initial:_____________ 

Nickname:____________________________________ Age_________________________ 

Sex (circle):  M   F   Soc. Sec #:_____-____-_______  DOB: _____/____/____ Marital Status: ___________________ 

Race (Ethnicity):_________________________        Language spoken at home:______________________________ 

Home Address:________________________________ City:_______________________ State:____ Zip:_________ 

Home Phone: (___)_______________ Cell Phone: (___)_______________ Work Phone: (___)_________________ 

Email: _______________________@_______________________ Best way to contact you:____________________ 

Employer:_______________________________________ Occupation:____________________________________ 

Who referred you?:_________________________ Phone: (___)________________ Fax#: (___)________________ 

Address:______________________________________ City:_______________________ State:____ Zip:_________ 

I would like my referral source contacted about my psychiatric care         (circle)   Yes      No 

 

CAREGIVER INFORMATION (LEGAL GUARDIAN IF CHILD/ADOLESCENT) 

Name:____________________________________________________ Age:_________________ Sex  (circle):  M   F    

Relationship with patient:__________________________________________________ 

Address (if different than above): __________________City:_______________________ State:____ Zip:_________ 

Home Phone: (___)_______________ Cell Phone: (___)_______________ Work Phone: (___)_________________ 

Email: _______________________@_______________________ Best way to contact you:____________________ 

Employer:_______________________________________ Occupation:____________________________________ 

 



 

CAREGIVER INFORMATION (LEGAL GUARDIAN IF CHILD/ADOLESCENT) 

Name:____________________________________________________ Age:_________________ Sex  (circle):  M   F    

Relationship with patient:__________________________________________________ 

Address (if different than above): __________________City:_______________________ State:____ Zip:_________ 

Home Phone: (___)_______________ Cell Phone: (___)_______________ Work Phone: (___)_________________ 

Email: _______________________@_______________________ Best way to contact you:____________________ 

Employer:_______________________________________ Occupation:____________________________________ 

 

EMERGENCY INFORMATION: 

Emergency Contact:__________________________ Relationship:________________ Phone:(___)______________ 

Drug Allergies:__________________________________________________________________________________ 

 

MEDICAL INFORMATION: 

Primary Care Doctor: __________________________ Phone: (___)_______________ Fax#: (___)_______________ 

Address:____________________________________ City:_________________________ State:____ Zip:_________ 

I would like my primary care physician contacted about my psychiatric care       (circle)   Yes      No 

Preferred Pharmacy: ___________________________ Phone: (___)_______________ Fax#: (___)______________ 

 

 

_____________________________                                ______________________ 

Patient’s signature         Date 

_____________________________          ________________________                           _____________________ 

Legal Qualified Representative   Relationship         Date 


