
ADD Austin 
503 West 38th Street 
Austin, TX 78705 

 
GENERAL INFORMATION 

 
 

NAME: ___________________________________________ DATE:_________________ 

SEX:   Male    Female  BIRTHDATE: ________________  AGE: ____________ 

MAILING ADDRESS: __________________________________________________________ 

CITY: ________________________  STATE: _______ ZIP:____________________ 

PHONE #s: Home:_______________________ Work: ______________________________ 

  Cell: ________________________ Other: ______________________________ 

EMAIL: ______________________________________________________________________ 

 

PARENT/GUARDIAN (if minor): _________________________________________________ 

 

PREFERRED METHOD OF CONTACT:   home  cell work  text email 

 

EMERGENCY CONTACT:______________________________________________________ 

PHONE:____________________________  RELATIONSHIP: ____________________ 

 

HOW DID YOU HEAR ABOUT ADD AUSTIN? ____________________________________ 

 

PRIMARY CARE PHYSICIAN or PEDIATRICIAN: 

Name: _______________________________________ Phone: _______________________ 

Address: _____________________________________________________________________ 

 

PSYCHIATRIST: 

Name: _______________________________________ Phone: _______________________ 

Address: _____________________________________________________________________ 

 

NEUROLOGIST: 

Name: _______________________________________ Phone: _______________________ 

Address: _____________________________________________________________________ 
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