
Sabrina Strandberg, Psy.D.  

Licensed Psychologist  

  
GENERAL INFORMATION FORM  

  
Date:_____________  

  

Client Name: ____________________________________________  

  

Client Date of Birth:_____________  Age: __________  

  

Parents:__________________________________ 

 

 

Address:__________________________________City: _________________State:_____Zip:_________   

  

 

Address:__________________________________City: _________________State:_____Zip:_________   

  

 

School and/or Employer: ________________________________________________________________  

  

Custody Information: 

   If relevant, please attest to who has legal custody of child:  

 

____________________________________________________________________________________ 

 

Sign & Date __________________________________________________________________________ 

 

 

Contact Information:       Okay to leave message:     Primary contact #?   

Home #: __________________       

Work #: __________________       

Cell #:____________________                    

Email:  __________________       

  

Emergency Contact Information:   

Name: ____________________________ Phone: _________________  

 

Relationship to you: __________________________________________ 

 

 

  

  

 

    

    

    

    


