
CLIENT INFORMATION 

Full Name:  ________________________________________________  Birthdate:  ____________________  
Address:  _________________________________________________________________________________ 
Phone:  _________________________________  Email:  __________________________________________  
Preferred Pronouns (Circle):     She/Her/Hers    He/Him/His     They/Them/Theirs  
 
Do I have your permission to call you/leave a message?  ______  Text you?  ______  Email you?  ______   
 
Current Medications/Medical Problems:  _______________________________________________________ 
__________________________________________________________________________________________

__________________________________________________________________________________________ 
 
Names of All Previous Counselors Seen & Approximate Start/End Dates:  ___________________________  
__________________________________________________________________________________________

__________________________________________________________________________________________ 
 
Reasons for Seeking Treatment Now:  _________________________________________________________ 
__________________________________________________________________________________________

__________________________________________________________________________________________ 
 
How did you find out about my practice? 

Internet Search:  ______     Referred by Friend (Who?)  ___________________________________________ 
 
Referred by Physician/Therapist (Who?)  _______________________________________________________ 
 
Other:  ___________________________________________________________________________________
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H e l p i n g  P e o p l e  B u i l d  B e t t e r  R e l a t i o n s h i p s
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