Dynamic Wellness Center,LLC

4200 Edmondson Ave. Suite 202

Baltimore, Maryland 21229

                         Office:443-499-3529 Fax: 888-660-0602

	Date of Referral:
	Insurance#/MA# (if applicable): 


	Client Information


Last Name: ______________________________     M.I: ______
  First Name: ___________________________________

Date of Birth: _______________   Age: ______   Sex: _______    Race: _________________ SSN: __________________
Marital Status: _______________
     Employed/In School: _______________        Religion: ________________

Address: __________________________________City: ________________________ State: ______ Zip code: ________

Telephone #: __________________________________ 

Alternate #:____________________________________
Emergency Contact Name: _________________________________________
  Relationship: ____________________

Address: __________________________________ City: _______________________ State: ______ Zip code: ________
Telephone #:___________________________________

Alternate #:____________________________________

Parent/Guardian Name: ________________________________________
Relationship: _____________________

Address: _________________________________  City: _______________________ State:_______Zip code: _________ 

Telephone #: ___________________________________
Alternate #: ____________________________________
English Proficiency:   No      
 Yes      Not Well        Client speak other language:    Well     
If yes, what language(s)? ________________________________________________

Any problems concentrating?  No    Yes    No        Deaf/Hard-of-Hearing:  Yes  
Blind/Visual Impairment:          No   Yes   No          Memory loss:    Yes  
Difficulty dressing/ bathing:      No   Yes   No           Difficulty doing errands:  Yes 
Difficulty climbing stairs:   No  Yes  
Is the client in school within the past 3 months?  Yes   No     If Yes, what grade______________________

Is the client a veteran?   Yes   No  If Yes which branch: _______________  Last deployment:____________

Number of arrests in past 30 days?: ______________
	List Current Medications

	


	Referral Source

	Name of Person Referring: ______________________________________
Title: ______________________________ Agency: _______________________________________________________________________________________________

Address: _______________________________________City: ___________________ State: ______ Zip code: _________

Telephone #: ________________________________
Fax #: ______________________________



	Appointment Availability

	 Weekends    Time(s): ________________________________________
 Evenings  Days  
 Sunday Saturdays  Fridays    Thursdays   Wednesdays   Tuesdays   Mondays 


	Reason(s) for Referral (Check all that apply)

	 Court Order Psychiatric Evaluation   Psychosocial Evaluation   Medication Management        Medication Assessment           Family Therapy        Couples Therapy        Individual Therapy            
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