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Elisa Kryskow, LMHC * 22 Gordon Street, Pittsfield, MA 01201 * (413) 418-2588

CLIENT REGISTRATION FORM

Date _________ 
Client Full Name __________________________________________________ Date of Birth ___________ Age______
Contact Information

Home Address (Street, City, State, Zip Code) _____________________________________________________________
Mailing Address (if different than above) ________________________________________________________________

Home Phone #___________________________________________ May I leave a message at this number? ❑Yes ❑No

Cell Phone #_____________________________________________ May I leave a message at this number? ❑Yes ❑No

Work Phone #____________________________________________ May I leave a message at this number? ❑Yes ❑No

Emergency Contact Information
Name ____________________________________________________​​__ Relationship To You _____________________

Phone Number___________________ Address (Street, City, State, Zip Code) ___________________________________
Referral Information 
How did you hear about my practice? ❑PsychologyToday.com     ❑Internet search to my website      ❑Doctor  


❑Berkshire Psychotherapy Network  ❑ Friend/Relative   ❑ Other:____________________________________

Personal Information
Gender:___________________________
                       Are you in the military or a veteran?  ❑ Yes     ❑ No 

Are you currently employed? ❑ Yes, Full-Time  ❑ Yes, Part-Time ❑ No
If yes, list current occupation(s) & employer(s) _____________________________________________________
Are you currently a student? ❑ Yes, Full-Time  ❑ Yes, Part-Time ❑ No

If yes, list current school and concentration ________________________________________________________
Relationship Status ❑ Single   ❑ Married   ❑ Separated   ❑ Divorced   ❑ Living with partner / significant other   
      ❑ Other (please specify _____________________________________________________________)
Do you have children? ❑ Yes   ❑ No  If yes, indicate gender(s) and age(s) _____________________________________ 

Highest Degree Obtained ❑ None   ❑ GED or equivalent   ❑ High School Diploma   ❑ Associate’s Degree   
  ❑Bachelor’s Degree   ❑ Master’s Degree   ❑ Doctoral Degree ❑ Other (________________)

Race ___________________ Ethnic/National Origin ___________________ Sexual Orientation ____________________

Religion (if any) _________________ How important, if at all, are spiritual issues/concerns for you? ________________

Patient /Client Full Name ______________________________________________________ Date of Birth __________
Medical Information

Name of clinic or physician from which/whom you get your medical care ______________________________________ 

Address (Street, City, State, Zip Code) ___________________________________ Phone ___________________
Do you have any allergies? ❑ Yes   ❑ No   If so, to what? __________________________________________________
Name of Psychiatrist / Psychopharmacologist (if applicable) _________________________________________________
Address (Street, City, State, Zip Code) _____________________________________Phone _________________

Current medications (medication name, dosage, length of use, reason prescribed, prescriber; if none, please indicate)
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
History of significant medical or psychiatric illnesses (if none, please indicate)
__________________________________________________________________________________________________

__________________________________________________________________________________________________
__________________________________________________________________________________________________
Have you ever attempted suicide? ❑ Yes  ❑ No 
History of medical or psychiatric hospitalizations, including approximate dates (if none, please indicate)

__________________________________________________________________________________________________

__________________________________________________________________________________________________
__________________________________________________________________________________________________
Have you ever participated in psychotherapy treatment? ❑ Yes  ❑ No 
If yes, list approximate dates of / reasons for prior treatment(s) ________________________________________
__________________________________________________________________________________________________

__________________________________________________________________________________________________
__________________________________________________________________________________________________
Client Signature_____________________________________________
PAGE  

