
	
  

	
  

	
  
	
  
	
  
	
  
Client Information 
	
  

PERSONAL INFORMATION: 

FULL NAME:          D.O.B.: 

ADDRESS: 

 

MAILING ADDRESS: 

 

TELEPHONE:   OK to leave message? 

(H)     Yes / No 

(W)    Yes / No 

(C)     Yes / No 

EMAIL: 
 

MARITAL STATUS: 

EMPLOYMENT: 

EMERGENCY CONTACT:  

NAME:        RELATIONSHIP: 

TELEPHONE:  

(H)    

(W)    

(C) 
 

HEALTH INFORMATION: 

GENERAL PRACTITIONER: 

DATE OF LAST PHYSICAL EXAM: 

CURRENT MEDICATIONS: 

 



	
  

	
  

 

 

 

DO YOU HAVE ANY OF THE FOLLOWING MEDICAL CONDITIONS? 

___HIGH CHOLESTEROL    

___HIGH BLOOD PRESSURE   

___DIABETES   

___MIGRANES 

___CARDIAC PROBLEMS (specify) 

___ PAIN (specify) 

___RESPIRATORY PROBLEMS (specify) 

___VISION PROBLEMS (specify) 

___HEARING PROBLEMS (specify) 
 

DO YOU HAVE ANY OF THE FOLLOWING SYMPTOMS? 

___ COGNITIVE CHANGES (specify) (e.g. Memory Loss, Aphasia, Apraxia, Agnosia, 
Disturbance in Planning & Organising)  
 

Severity:  Mild  Moderate  Severe 
 

___ BEHAVIOURAL AND PSYCHIATRIC SYMPTOMS (specify) (e.g. Anxiety, Agitation, 
Depression, Uninhibited, Wandering) 
 

Severity:  Mild  Moderate  Severe 

       
___ DECLINE IN ACTIVITIES OF DAILY LIVING (specify)  (e.g. Banking, shopping, 
personal hygiene, cooking, toileting)     
  
Severity:  Mild  Moderate  Severe 

 

 

	
  


