
Bradford Wolf, LCSW-C 
www.bradwolftherapy.com 

1680 East Gude Drive, Suite #311 
Rockville, MD 20850 

(240) 753-0501 
Bradford.LCSW@bradwolftherapy.com 

Client Information Form 

Date:__________________________ 

Demographic Information 

Last Name: _____________________  First Name:________________________ MI:_________ 

Date of Birth:_______________________________    Age:_________________ 

Address:______________________________________________________________________ 

City:____________________________State:_____________________ Zip:________________ 

Contact Information 

Home Phone:_______________________  Work Phone:_______________________________ 

Cell Phone:_________________________  Email:____________________________________ 

Preferred Contact (please circle):  Home  Work  Cell  E-mail 

May leave a detailed message (please circle):  Home Work  Cell  E-mail 

Emergency Contact Information 

Emergency Contact Name: _____________________________  Relationship:_______________ 

Home Phone:_______________________  Work Phone:________________________________ 

Cell Phone:_________________________  Email:_____________________________________ 

Address:______________________________________________________________________ 

City:____________________________State:_____________________ Zip:________________ 



Referral source (e.g. Brad Wolf Therapy Website, a friend, internet search, etc): _____________ 

______________________________________________________________________________ 

Briefly describe the main difficulty that has prompted you to seek treatment. Please include 
any symptoms you are experiencing 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

Current medications for medical and psychiatric conditions 

Name   Dosage    Prescriber   Reason 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________


