
Bob Testen, MSW, LCSW 
A Life’s Journey Counseling Center, P.C. 

Patient Information 
 
 
 
Today’s date:  _______________ 
 
 
Printed name: _______________________________________________________ 
Address: ___________________________________________________________ 
                __________________________________________________________ 
                __________________________________________________________ 
Home phone:________________________________________________________ 
Cell phone: _____________________Work phone: _________________________ 
E-mail address:______________________________________________________ 
D.O.B:__________________ current age:  ________________________________ 
S.S. #: _____________________________________________________________ 
Emergency contact: __________________________________________________ 
Relationship to client:  ________________________________________________ 
Emergency contact’s phone number:_____________________________________ 
Profession: _________________________________Degree:__________________ 
Professional     
specialty:  __________________________________________________________ 
Professional licenses and states:  ________________________________________ 
Practice name and location: ____________________________________________ 
__________________________________________________________________
__________________________________________________________________ 
Any malpractice claims filed against you?  (If yes, provide date and brief 
description):________________________________________________________
__________________________________________________________________ 
Referred by: ________________________________________________________ 
 
 
 
 
*** Please inform us of any changes to this information 
 


