

Client Information:

Name


Address _______________________City ___________zip code

                Male ____  Female ____   Age ____  Date of birth

Phone #’s

Home ( 
 )  _______________ Work  (      )



Cell    (
 )  _______________ 

If under 18: 

Mother’s name 
   Phone #’s


Father’s name 
   Phone #’s


Others Living in the Home


Referred by



Primary Physician


Health Concerns


Medications 


Employer  ___________________Position 


Education


How do you want your situation to be different after coming here?

Have you been in therapy before? Yes____  No ____

If yes, when? 
 

Name of therapist


Emergency Contact

Phone# 


Signature

Date

