
June E. Kramer, M.D.
Psychiatry

743 Pacific Street, Suite A
San Luis Obispo, CA 94301 

Phone: (805) 545-0725
Email: drjk@drjunekramer.com

ADULT PATIENT INFORMATION FORM

Today’s Date: ____________________

Name: ________________________________  Age: _______  Date of Birth: _______________

Address: ______________________________  City: ________________  Zip Code: _________

Home Phone: _______________________  Social Security Number: ______________________

Occupation: _____________________________________ Cell Phone: ___________________

Employer: _____________________________________________________________________

Marital Status: ____________  If Married, Name of Spouse: _____________________________

Occupation of Spouse: ____________________________  Phone: ___________________

Spouse’s Employer: _______________________________________  Age of Spouse: ________

Names and Ages of Children: ______________________________________________________

______________________________________________________________________________

Current Physician: ____________________________________  Phone: ____________________

Medications Currently Taken: _____________________________________________________

______________________________________________________________________________

Previous Therapists/Counselors Seen (please include dates): _____________________________

______________________________________________________________________________

In Case of Emergency, Name and Phone Number of Contact Person: _______________________

______________________________________________________________________________

How did you find my name? _______________________________________________________

Email address:___________________________________________________________________
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