
 

610 W. Peace St. 
Raleigh, NC 27605 
(919) 755‐0545 

 

 

 
 

www.Believe in Therapy.com 
 

Date _____________ 
 

Name___________________________________________________ 

Age: _________________________  Date of Birth:________________ 

Current Mailing Address:  __________________________________________  

__________________________________________________________________ 

      City   Zip 

Phone numbers: Home:                     Work:         Cell:        

Email:__________________________________________________________________ 

Social Security:______________________ 

 

Education:_____________________________________________________________ 

 

Employment:___________________________________________________________ 

 

Emergency contact:______________________________________________________ 

 

Siblings names and ages:_________________________________________________ 

 

Children with age, including stepchildren:___________________________________ 
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Current/Previous Mental Health Diagnosis: 

 

 

 

Current Medications, Dosages, and who prescribed: 

 

 

 

 

 

Primary Care Physician & Phone number: 

 

 

 

Previous Psychiatrists or therapists:   

 

 

 

Previous Hospitalizations (Hospital, Date, Reason for Admission): 

 

 

 

Can you list goals and/or expectations?(continue on back) 

 


