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Client Information 
 
Date: ________________________________ 
 
Name: ______________________________________________________________________ 
  (Last)   (First)   (Middle) 
 
Date of Birth: _____________________ 
    
Address: _____________________________________________________________________ 
                                                          (Street) 
    
______________________________________________________________________ 

(City)    (State)    (Zip) 
 
Phone Numbers (Please check the preferred contact number where I may leave a message): 
 
______________________ ______________________ ______________________ 
            (Home)    (Work)    (Mobile) 
 

Email address: ____________________________  

Person to call in an emergency: ___________________________________________ 
(Name and phone number) 
 

Relationship to you (i.e., husband, sister): __________________________________  

Do I have your permission to contact your emergency contact if necessary?  
(If yes, please sign on line below.)  
 
 
 
What brought you to counseling today?  
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If you enter therapy with me, may I contact your medical doctor and/or psychiatrist so that he/she can 
be fully formed and we can coordinate your treatment?  

(Circle) Yes or No 

Primary Care Doctor: _________________________________________________________ 
                                                        (Name and phone number) 
 

Psychiatrist: __________________________________________________________________ 

                                                         (Name and phone number) 
   
Do I have your permission to contact your medical doctor and/or psychiatrist? 
(If yes, please sign on line below.)  
 

 

Do I have your permission to thank your referral source for the referral?  
(Circle) Yes or No 
 

If referred by another clinician, would you like for us to communicate with one another? (Circle) Yes or 

No 

If yes, please list the contact information for your referral source:  

 

 

Additional Comments:  

 

 

 

Client Signature: __________________________________ Date: _________________  

 

 


