
 
JENNIFER KOGAN, MSW, LICSW 

4000 Albemarle Street, NW, #504 
Washington, DC 20016 

(202) 215-2790  
jenniferkogan@verizon.net  

www.jenniferkogan.com 
 

GENERAL INFORMATION (Please Print) 
 
NAME: 
___________________________________________________________
_____ 
 
DATE OF BIRTH: ____________________________      AGE: 
___________________ 
 
ADDRESS: 
___________________________________________________________
___ 
 
TELEPHONE: _____________________(Home)   
________________________ (Work) 
 
_________________________(Cell)     EMAIL: 
________________________________ 
 
LIST THE MEMBERS OF YOUR IMMEDIATE FAMILY AND/OR OTHERS 
PRESENTLY LIVING IN YOUR HOME: 
 
Name                                        Age                          
Relationship 
___________________________________________________________
_____________ 
___________________________________________________________
_____________ 
___________________________________________________________
___________________________________________________________
___________________________________________________________
_______________________________________  
 
PERSON TO CONTACT IN EMERGENCY: 
___________________________________ 
 
EMPLOYMENT STATUS: (circle one)   
          



Full-time         Part-time         Unemployed          
Disability        Retired       Student 
 
Have you ever been in therapy before? 
______________________________________ 
 
If Yes, when and for how long? 
____________________________________________ 
 
I have been prescribed medication and am taking: 
____________________________ 
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REFERRED HERE BY: 
_____________________________________________________ 
 
SIGNATURE: ______________________________    DATE: 
_____________________ 
 
 


