
Shannon Murphy, MSW, LCSW 
 

Client Information Form 
 

 
Personal 
 
Name                                                                                                                                                           
 
Address                                                                                                                                                     
 
City/State/Zip                                                                                                                                        
 
Home phone #                                                  Cell Phone #                                                               
 May I leave my name/number on voicemail?                                                                       
 
Email                                                                                                                                                            
 
Date of Birth                                                                                                                                             
 
 
 
Employment 
 
Title/Position                                                                                                                                            
 
 
Employer                                                                                                                                                     
 
 
Address                                                                                                                                                       
  

How long at this position?                                                                                                        
 
 
 
 
 
 



 
 
Emergency 
 
In Case of Emergency, Please Notify: 
 
Name                                                                                                                                                               
 
Phone #                                                     Relationship to You                                                              
 
 
Primary Care Physician                                                                                                                              
 
Phone #                                                                                                                                                          
 
 
Psychiatrist, if applicable                                                                                                                         
 
Phone #                                                                                                                                                          
 
 
 
Significant Current or Prior Medical/Mental Health Problems (please provide brief 
statement of problem(s), dates, diagnosis, treatment, medications) 
 
                                                                                                                                                           
 
 
                                                                                                                                                           
 
 
                                                                                                                                                           
 
 
                                                                                                                                                           
 
 
                                                                                                                                                           
 
 
                                                                                                                                                           


