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Tracy Stober, MSW, RSW  
Registered Ontario Social Worker  
 

Client Information  
 

                                 Date: ___________ 
 
Name: ________________________________________  Age:  ______  Sex:  ______ 
  (First)     (Last) 
 
Address:  ____________________________________________________________________ 

 Street City Province    Postal Code  
 
Telephone:  (H)(       ) ___________  (W)(       ) ___________  (C)(       ) ____________ 
 
Email: __________________________________   Date of Birth: _________________ 
 
Preferred Method(s) of contact: (Please Circle)   Home#        Work#        Cell#  Email 
 
Family Information:   
 
Parent: _____________________________________ Living:         _____     Age: ____ 

Name                 Relationship  Deceased:  _____       Age: ____ 
 
Parent: _____________________________________ Living:         _____     Age: ____ 

Name                 Relationship  Deceased:  _____       Age: ____ 
 
Parent: _____________________________________ Living:         _____     Age: ____ 

Name                 Relationship  Deceased:  _____       Age: ____ 
 
Siblings: ____________________________________ Living:         _____     Age: ____ 

Name     Relationship  Deceased:  _____        Age: ____ 
 

Siblings: ____________________________________ Living:         _____     Age: ____ 
Name     Relationship  Deceased:  _____        Age: ____ 
 
 

Siblings: ____________________________________ Living:         _____     Age: ____ 
Name     Relationship  Deceased:  _____        Age: ____ 
 
 

Siblings: ____________________________________ Living:         _____     Age: ____ 
Name     Relationship  Deceased:  _____        Age: ____ 
 
 

Siblings: ____________________________________ Living:         _____     Age: ____ 
Name     Relationship  Deceased:  _____        Age: ____ 
 

 



T: 416-666-9477  F: 416-784-1533 ~ E: tracystober@rogers.com 
 

Marital Status:  _____________ Length of Present Relationship:  ______________ 
Spouse/Partner: Name:  ________________________________  Age:  _________ 
 
Occupation: (Spouse/Partner)  ___________________________________________________ 
 
If you have children, please fill in the following: 
 
Son(s):  Name:  _______________________________________ Age:  __________ 
 

Name:  _______________________________________ Age:  __________ 
 
Daughter(s):  Name:  ___________________________________ Age:  __________                
 
                      Name:  ____________________________________ Age:  __________ 
 
Educational and Vocational Information: 
 
Education:  ___________________________________________________________________ 

Last School Attended             Year            Grade/Degree obtained (if applicable) 
 
Occupation:    
 
Place of employment:    
 
Position _________________________________   Number of Years:  _______________ 
 
Medical and Psychological Information: 
 
Family Physician:  ______________________________________    _____________________ 

Name  Telephone 
Address:    
 
Previous illness and/or operations:    
 
Please list any medications you are presently taking:    
 
Previous psychotherapy (if applicable):    
 
Presenting problem at the time:    
 
Present difficulty or problem:  (i.e. what brings you here):   _____________________ 
 
____________________________________________________________________________ 
 
Referred by: _____________________________________ 
 
In case of emergency, please contact: 
 
Name: ___________________________________ Relationship: ________________________ 
 
Telephone:  D: (       )  __________________  E: (        )_______________________ 


