
 

Mail: 6252 N. Kensington St. McLean, VA 22101-4902   
  Office Hours: 5275 Lee Highway suite 104, Arlington, VA   22207-1619 

phone: (703) 533-7607  -  fax:  (703) 439-2502  -  web:  www.henriettekellum.com  -  e-mail:  h.kellum@verizon.net 

 

 

 

CLIENT INFORMATION FORM 

 

Date:  ____________ 

 

Name:  ________________________________________________________ 

 

Address:  ________________________________________________ 

 

 Phone:   Home:  ______________   Work:  ______________ 

 

Cell:  ___________                            E-mail:  ____________________ 

 

 Date of birth:  ____________ 

 

Please place initials next to the phone numbers I can use to contact you or 

leave messages at. 

 

Name of person who referred you:  __________________________________ 

 

Responsible party if other than client:  _______________________________ 

 

Address:  __________________________________________________ 

 

 Phone:   Home:  ______________   Work:  ______________ 

 

Cell:  ___________                            E-mail:  __________________ 

 

 Relationship to client:  _____________________________________ 

  

 Guardian        GAL    Power of Attorney  

 

Emergency contact if different from above:  _________________________ 

 

Address:  ________________________________________________ 

 

 Phone:   Home:  ______________   Work:  ______________ 

 

Cell:  ___________                            E-mail:  __________________ 

 

 Relationship to client:  _____________________________________ 

 

Physician:  ________________________ Phone:  _______________ 
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Other specialists and phone numbers:  _____________________________ 

 

______________________________________________________________ 

 

Medical diagnoses:  _____________________________________________ 

 

______________________________________________________________ 

 

______________________________________________________________ 

 

 

Mental Health History (include previous psychotherapy, psychotropic medication 

history and diagnoses):   

 

______________________________________________________________ 

 

______________________________________________________________ 

 

Current Medications:  __________________________________________ 

 

______________________________________________________________ 

 

______________________________________________________________ 

 

______________________________________________________________ 

 

Non prescription medications:____________________________________ 

 

______________________________________________________________ 

 

______________________________________________________________ 

 

Caffeine per day: ____ Cigarettes per day:  ______ Alcohol per day:____ 

 

Allergies:  _____________________________________________________ 

 

Education:  ____________________________________________________ 

 

Occupation:  ___________________________________________________ 

 

Currently employed?  _________  If not, date last worked:  ____________ 
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Do you have health insurance that covers mental health services?  (If yes, please 

check with your insurance company regarding reimbursement for my services).   

 

Do you have Medicare Part B?  (If yes, please note that I have elected to opt out of 

Medicare and therefore my services are not reimbursable by Medicare).   

 

Please describe presenting concerns you would like help with : 

 

_______________________________________________________________ 

 

_______________________________________________________________ 

 

_______________________________________________________________ 

 

_______________________________________________________________ 

 

_______________________________________________________________ 

 

 

Other comments?  ______________________________________________ 

 

_______________________________________________________________ 

 

_______________________________________________________________ 

 

_______________________________________________________________ 

 

 

 

 Please fax to:  Henriette Kellum LCSW,  Fax#  703 439-2502 or bring to the office 

at your first appointment. 

 

Please do not e-mail confidential client information. 


