
S h a n n o n  S.  Vo o r,  P h. D.

Patient Name: _________________________________________________  Gender: M/F (circle one) 

D.O.B.: __________________________________ Age: _______________  Marital Status: ________

Parents’ Names (if  a minor): ___________________________________________________________

Address: _________________________________________________________________________

City: ___________________________________  State: _______________  Zip: ______________

Phone (both parents if  a minor):  ________________________________________________________

Emergency Contact Name: ______________________________ Phone: ________________________

Referred By: ________________________________________ Phone:  ________________________

Education:  _________  Employer / School and Grade: _______________________________________

Others Living at Home and Their Ages: ___________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

Reason for Seeking Service: ____________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

Previous Psychological Services: __________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

Medical Conditions: _________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

Medications, Dosages, Condition and Prescribing Physician: _______________________________________

_______________________________________________________________________________

_______________________________________________________________________________

Additional Information: ______________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

Shannon S. Voor, Ph.D.  licensed Clinical Psychologist   120 Sears avenue, Suite 201, louisville, KY 40207
shannon@shannonvoor.com  telephone 502 807.5453  fax 502 899.9470




