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Katharine Rossier, MSW, PLLC 
Katharine Z. Rossier, LICSW, LCSW, LCSW-C 

Psychotherapist 
 

Tel: 571.332.1184  Email: kate@katharinerossier.com 
 

_________________________________________________________________________________ 

 

 

Client Background Information 
 

 

Name: ____________________________________________    DOB:_____________________ 

 

Address: ______________________________________________________________________ 

 

______________________________________________________________________________ 

 

Billing address, if different: _______________________________________________________ 

 

______________________________________________________________________________ 

 

Email Address: _________________________________________________________________ 

 

Telephone Numbers 

 

Home: ____________________  Work: ____________________  Cell: ____________________ 

 

Please state clearly any restrictions you have concerning my contacting you or leaving messages 

for you at the email address, at the postal address, or at any of the phone numbers listed above. 

 

______________________________________________________________________________ 

 

______________________________________________________________________________ 

 

______________________________________________________________________________ 

 

Place of work:  _________________________________________________________________ 

 

How did you find out about my services?   ___________________________________________ 

 

______________________________________________________________________________ 

 

Have you been in therapy before? _______  If yes, when? _______________________________ 

 

______________________________________________________________________________ 
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What brings you to therapy today? _________________________________________________ 

 

_____________________________________________________________________________ 

 

_____________________________________________________________________________ 

 

What do you hope to get out of therapy? ____________________________________________ 

 

_____________________________________________________________________________ 

 

_____________________________________________________________________________ 

 

What medications are you taking? _________________________________________________ 

 

_____________________________________________________________________________ 

 

_____________________________________________________________________________ 

 

How often do you drink alcohol? __________________________________________________ 

 

Emergency contact name: ________________________________________________________ 

 

Emergency contact phone: ____________________   Relationship to you: _________________ 

 

Please add anything else you think it is important for me to know: ________________________ 

 

_____________________________________________________________________________ 

 

_____________________________________________________________________________ 

 

_____________________________________________________________________________ 

 

_____________________________________________________________________________ 

 

_____________________________________________________________________________ 

 

_____________________________________________________________________________ 

 

_____________________________________________________________________________ 

 

_____________________________________________________________________________ 

 

_____________________________________________________________________________ 

 

_____________________________________________________________________________ 


