Sheryl B. Hausman, Ph.D.

1030 Sir Francis Drake Boulevard, Suite 120
Kentfield, California 94940
415.924.8940 phone
415.924.4456 fax
drhausman@comcast.net
Licensed Psychologist PSY 10114

Client Registration

Name of Person Receiving Services: Initial Appointment Date:

Address: Date of Birth:

City/State/Zip: Age: Gender:

Home Phone: Cell Phone: Work Phone:

Fax: Email:

Marital Status (check one): _______ Single _ Married ______ Separated _ Widowed _____ Cohabiting
Remarried __ Divorced

If you are an adult, what is the highest educational level you have achieved?

School: Date of Degree, Diploma or Certificate:
Occupation: Employer:

If you are a student, what grade are you in now? School:

Teacher’s Name: Principal’s Name:

Emergency Contact:

Name: Phone:

Address: Relationship:

Person(s) Responsible for Minor Client:

Name: Phone:

Address: Relationship:

Family Information for Minor Client:

Father’s Name: Mother’s Name:
Address: Address:

Home Phone: Home Phone:
Work Phone: Work Phone:

Occupation: Occupation:




Children and/or Stepchildren (indicate by C or S):

Name Age CorS Name Age CorS

Any other persons who live in the home (circle Yes or No and list name, age, and relationship)? Yes No

Previous Mental Health Services: Individual Therapy Couples Therapy Group Therapy
Inpatient Outpatient Chemical Dependency

Name of Therapist: Phone:

Type of Professional: How Long?

Presenting Problem:

Medications you are now taking:

Medication and Dosage Prescribed For: Prescribed and Supervised By:

I have answered these questions completely to the best of my knowledge:

Signature of Client Date

In Case of Minor: Signature of Legal Guardian Date



