


Form 1 

INTERPROFESSIONAL CENTER FOR COUNSELING &  LEGAL SERVICES: 
COUNSELING SERVICES 

 
 

Provider Information  
 
Primary Care Clinic: ________________________________________________    Phone: _____________________ 

Provider’s Name: ___________________________________________________   Phone: _____________________ 

Psychiatrist: ________________________________________________________  Phone: _____________________ 

Primary Therapist: ___________________________________________________  Phone: _____________________

                

Current Medications 

 
              Medication          Dose       Frequency                Condition  

    

    

    

    

    

    

    

    


