PERSONAL DETAILS
ALL INFORMATION BELOW IS CONFIDENTIAL
Please send to clinic@tauex.tau.ac.il
Date: _________________________                                   

First Name:                            _____                   Family Name:   ____________________                                                

Student number:                                                 Passport number: __________________  
Date of birth:      _________________               Place of birth: _____________________                                                   

Gender: f / m        Single / Married:   S  / M        No. of children ____________________                   

No. of siblings                                _____           Rank among siblings   ______________                                    

Current address:  _________________________________________________________
Cell phone:  ________________ ___                 E-mail:___________________________  
Reason for referral: _______________________________________________________

_______________________________________________________________________

_______________________________________________________________________

Program & subject of study: ________________________________________________                                                                                
Degree sought                                                     Year of study                                    _____ 

Do you work, in addition to studying?    YES /   NO      
Have you been diagnosed in the past with learning disabilities?      YES /   NO
Other current diagnoses? ________________________________________________
Have you previously been in therapy?   YES /   NO      
If yes, please list the starting date(s), duration(s), and describe goals for treatment: 
_____________________________________________________________________

_____________________________________________________________________
Have you previously been hospitalized for psychiatric treatment?   YES /   NO
If yes, please list date(s), duration(s), describe inpatient treatment, and after-care plan:
_____________________________________________________________________

_____________________________________________________________________
Are you currently being prescribed any medications?   YES /   NO
If yes, please indicate medication(s) and dosage(s) and your plan for medication

management while studying at Tel Aviv University____________________________

_____________________________________________________________________
_____________________________________________________________________
Mandatory!!! Please provide information for contact persons who may be notified in case of an emergency:
Emergency contact name: _________________    phone: __________________

email: _________________________________

I agree that any of my emergency contacts listed above may be notified in an emergency, as deemed by TAU Psychological services.
Student signature: ______________________________
____________________________________________________________________
OFFICE USE: 
Comments                           Intake Date:               transferred to intake to: ___________                                                                                                                                                                                                                                                                
