Meridel Tobias, M.A., LMFT

MFC#48745

3637 Grand Ave, Suite A, Oakland CA
510-371-4886
CLIENT INFORMATION 
This information is to help me get to know you better. Please answer it to the best of your ability and comfort level.

 Date: __________

Name (Last)___________________________   First:____________________________

Street Address: __________________________________________________________

City:__________________State:__________Zip:__________County______________

Phone Numbers: (H)_______________(W)_________________(cell)______________

Email:____________________________________________________
DOB:
Please circle: Single  Domestic Partner   Married  Separated   Widowed

Emergency Contact:______________________________________________________

                                    Name                                   Phone                   Relationship to you

Who was in your family growing up? Who do you consider your family now?:
Cultural identity:
Pre/Perinatal History if known (i.e. any sickness/stress during your mother’s pregnancy, stress or medical intervention at or directly after you were born, etc.):
Who was affectionate with you as a child?

Who did you feel safe with as a child?

Who do you go to for emotional or practical support now?
Reason for seeking therapy at this time: 

Prior Therapy? When? How long? Why?
Substance use: current/past? 
Medication information: How much, how long, prescribed by whom?
Medical/Health related issues? 
Other information you would like me to know as your therapist:
How did you hear about me? ______________________________________________

Thank you!
