DR. KAREN KAFFKO & ASSOCIATES, C.PSYCH. 

Registered Psychologist

Individual, Couple & Family Therapy


327 Eglinton Ave. East,




     

   

Toronto, Ontario,M4P 1L7





                 Fax #:            (416) 691-7820

Telephone:  (416)967-1827






e-mail:   k.kaff@rogers.com
NEW CLIENT REGISTRATION                                 Date_______________________
Who Referred You?___________________________


NAME______________________________________     Bus. Tel. #________________________


(surname)

(first name)









Email:       _________________________
ADDRESS__________________________________
Home Tel.#________________________


(no., street,  apt.)





      ____________________________________
Cell Tel. #_________________________
PARTNER__________________________________
Bus. Tel. #________________________


(surname)

(first name)










Cell  Tel. #________________________








Email:       _________________________
Married___  Date__________   Common Law___  Date_________   Divorced___ Date________

Separated___  Date__________   Widowed   ___  Date_________   Single     ___ Date________
Any previous unions
yes____
No____
Date__________
IN CASE OF EMERGENCY: CONTACT

Name____________________________   

Relationship__________________________
Tel.#.____________________________


Address______________________________

INDIVIDUAL REQUESTING SERVICE



PARTNER
Name           _____________________________       
________________________________

Date of Birth_____________________________
________________________________

Education
_____________________________

________________________________

Occupation
_____________________________

________________________________

Employer
_____________________________

________________________________
Income
_____________________________

________________________________

Family Physician _________________________
________________________________

(address & phone #)



______________________________
________________________________
Have you ever seen 
a therapist before? 
Yes ____
No ____


Yes ____
No ____

If yes, whom?
_____________________________

________________________________

When?

_____________________________

________________________________

Are you on any 

kind of medication? _____________________________

________________________________

Type & Dosage & Duration  ________________________

________________________________

Previous Psychiatric Hospitalizations _____________     
________________________________

CHILDREN


NAME


SEX

DATE OF BIRTH

AGE
    GRADE IN SCHOOL












          OCCUPATION__

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

OTHERS IN THE HOUSE


NAME


SEX

DATE OF BIRTH

AGE
   GRADE IN SCHOOL











          OCCUPATION___

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

PRESENTING PROBLEM
List Symptoms of Depression or Anxiety (if necessary)


-Sleeping Impairment, appetite impairment, concentration, panic attacks, functioning at work or in parenting, tearfulness, suicidal thoughts or plans, supports in your life

Psychiatric History: Any hospital admissions (When) ____________________________
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