Client Information

Client Name: Todag’s Date:

Address: City: State: ZiP:

Bining Address: City: State: ZiP:

Date of Birth: Current Age: Email Address:

Home Teleplﬂone: Permission to Call: Yes No

Work Telephone: Permission to Call: Yes No

Cell Te]ephone: Permission to Call: Yes No
Occupation: Emploger:

Marital Status: Single Married Separatecl Divorced Cohabitating

Where did you hear aboutus?  Website  Online Search  Brochure  Friend  Other:

Referral Source: Doctor  Counselor Pastor Emploger Psgcl'liatris’c Other:

Name of Referral Source:

Are you currentlg seeing another therapist? i yes, who?

List any brain irjuries, surgeries, or health Problems:

List any medications you are currently taking (include dose & Frequencg):

what PromPtec{ you to make to&ag’s aPPointmen’c for therapg?

what have you done about the Problem so far?

what do you hope to achieve t]ﬁrough counseling?




