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Initial Information Form for TMH


Client_________________________________        DOB:  _____________  Sex: ____M  ____F

Address:_______________________________        City/State/Zip: _______________________

Home Phone: ___________________________       Work Phone: ________________________
 
Cell Phone: _____________________________       Email Address: _____________________ _

Emergency Contact: ______________________       Contacr Phone: _____________________

Client is:  __Married ___Single __Other  __Employed __Full-time Student  __Part-time Student

Please list other providers of health and mental health services

Primary Care Physician (PCP): _________________________________________________

Address: _______________________________________________ Suite Number: _______

City, State, Zip: __________________________________ Phone: _____________________ 


Psychiatrist (if any): __________________________________________________________

Address: ______________________________________________Suite Number:_________

City, State, Zip: ___________________________________ Phone: ____________________


Other counselor (in any): ______________________________________________________

Address: _____________________________________________ Suite Number: _________

City, State, Zip: ___________________________________ Phone: ___________________


Local Resources:

Primary Contact Person: _______________________________________________________

Address: _________________________________ City/State/Zip: ______________________

Email: ___________________________________ Phone: ____________________________

Relationship to client: __________________________

Comments: ___________________________________________________________________

_____________________________________________________________________________



Local Counseling Resource: ______________________________________________________

Address: ________________________________ City/State/Zip: _________________________

Email: __________________________________ Phone: _______________________________

Comments: ____________________________________________________________________

______________________________________________________________________________



Local Police Dept. ______________________________________________________________

Phone Number: ________________________



Nearest Hospital Emergency Room: ________________________________________________

Address: ___________________________ City/State/Zip: ______________________________

Comments: ____________________________________________________________________

______________________________________________________________________________



Nearest Psychiatric Hospital: ______________________________________________________

Address: ______________________________________________________________________

Email: _______________________________ Phone: __________________________________

Comments: ____________________________________________________________________



Local DFACS Office Phone Number: ____________________________________________


Other contact (list): _________________________________________

Describe: _________________________________________________

Comments: _________________________________________________________________

___________________________________________________________________________
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