                                                       Biographical Information 
                   Lisa Hoffort, Psy.D. CEDS
  Lic. #: PSY21572

   595 East Colorado Blvd, Suite 610
Pasadena, Ca. 91101 

Please fill out this biographical background form as completely as possible. It will help me in our work together. Information is confidential as outlined in the Office Policy form and the HIPAA Notice of Privacy Practices. If you do not desire to answer any question, merely write, "Do not care to answer." Please print or write clearly and bring it with you to the first session. 
Client Name: ___________________________________
Date of Initial Session:_________________

Address/City/Zip: ____________________________________________________________________
Work Phone: _________________ Home Phone:___________________ Other: ____________________
Date of Birth:___________   Age:____       
Marital Status: ___________    Alias(es): ______________  D.L. Number/State: _____________________
Employment Status:      Full-time    Part-time    Student    Not Working 

Employer:______________________________________   Position: _____________________________
Address/City/Zip: _____________________________________________________________________
Responsible Party:      Self         Spouse     Parent/Legal Guardian      Other:___________________ 

Responsible Party Name: ________________________________________________________________
Address/City/Zip: _____________________________________________________________________
Work Phone:________________   Home Phone: ______________________  Other: _________________
Employment Status:           Full-time                       Part-time           Student                    Not Working 

Employer: Position: ___________________________________
Address/City/Zip: _____________________________________________________________________
For Minors 

Parent/Legal Guardian Name: ___________________________________________________________
Address/City/Zip: ____________________________________________________________________
Work Phone:  __________________ Home Phone: _________________ Other: ___________________
Employment Status:                  Full-time             Part-time              Student                  Not Working 

Employer: Position: ________________________________________________________________
Address/City/Zip: _________________________________________________________________
Emergency Contact: (nearest relative not living with you) ___________________________________
Name: _______________________   Relationship: ________________________________________ 

Phone Number: ____________________  Address: ________________________________________
_________________________________________________________________________________

Health Insurance: ___________________________________________________________________
Company: ____________________ Insured: _____________________________________________
Insured’s ID#: ___________________________ Group #: ______________ Plan #: _____________
Phone #: ________________________________________________
Referral source: _____________________________________________
What is the primary issue that leads you to seek counseling? ___________________________________
__________________________________________________________________________________
__________________________________________________________________________________

What are your goals for therapy? ________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________

Client __________________________ Signature___________________________  Date ___________
Parent/Guardian__________________________ Signature_____________________ Date___________
