
                                                                                                                     
 PATIENT INFORMATION FORM                                                  Gail Bos, LMHP, LPC    
                                

 

  

 
 Date _________________________      
 
First Name: ____________________ M.I._____ Last Name: ____________________________  
 
Street Address: ________________________________________________________________ 
 
City: _____________________ State: _______ Zip Code: _________________  
 
DOB: _______________________________   Email: ___________________________________ 
 
Cell Phone: ___________________________ Home Phone: _____________________________ 

 
Current Employer _______________________________________________________________ 
 
Emergency Contact: _____________________________________________________________ 
 
     *Name/Address/Phone ________________________________________________________ 

 
 
 
Current Medications: _____________________________________________________________ 
 
Current Physician: _______________________________________________________________ 
 
Current Dentist: _________________________________________________________________ 
 
Other:  ________________________________________________________________________ 
 
Marital Status:  Married   Single   Divorced   Other 
 
Spouse/Ex-Spouse: __________________________ Years Married ______# Children ________ 
 
 
 
 

Childhood Family Constellation (in birth order w/current ages-include pets) 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 
 
Present Family Constellation 
______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 


