
 

 
Note: This is a strictly confidential patient medical record.  Re-disclosure or transfer is expressly prohibited by law.  A digital or paper copy of 
this form shall be considered fully valid for authorized uses. 
 

S C O T T   L E N N O X,  L C S W 
 

PO Box 471036    Fort Worth, Texas  76147  
esslennox@gmail.com 
www.scottlennox.com  

817.223.4279 
817.223.4279 

 
                                        C l i e n t   I n f o r m a t I o n 

 
(Please Print) 
 
Full Name: _________________________________________________ Date: ___________________________ 
 

   Last   First  Initial 
 
 

Date of Birth: ____________________________ Age: _____________    Gender: ________________________ 
 
 

Address: _____________________________________________________________________________________ 
 

   Street    City   State   Zip Code 
 
 
Preferred Contact Number:    (_________)__________-_________________  Cell  Home  Work  Other (Circle) 
 

May a voicemail message be left at this number?    Yes     No   (Circle) 
 
Alternate Contact Number:    (_________)__________-_________________  Cell  Home  Work  Other (Circle) 
 

May a voicemail message be left for you at this number?    Yes     No   (Circle) 
 
Email Address: _______________________________________________________ 
 

May messages be left for you at this at this address?    Yes     No   (Circle) 
 
Marital Status:  Married     Single     Cohabitating     Divorced     Widowed   (Circle) 
 

 
Education: Number of years completed: _______________ 
 
  Degrees Earned:  ________________________________________________________________ 

 
     ________________________________________________________________ 
 

________________________________________________________________ 
 
 
Employment:  Company:   _________________________________________________________ 
 

Position:   _________________________________________________________ 
 

Length of Time:  _________________________________________________________ 
 

 
Who Referred You To Me?   _________________________________________________________ 


