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Client Information Form
Name:________________________________________

      Date: ___________________________
Address:__________________________
City____________

State_____
   Zip___________

Home Phone: 
(           )               -                 


May we leave a message?  ____ Yes____ No

Business Ph: 
(           )                -                


May we leave a message?  ____ Yes ____No

Cell/Other #:  (           )             -                


May we leave a message?  ____ Yes ____No

E-Mail: ________________________________


May we send you email?   _____ Yes ___No

Age:______ 

Birth Date: ______________
Occupation:_________________________________________

Marital Status: ______________                                      Spouse’s Name: ____________________________________
Years Married: _________ 
      Spouse’s Age: _____ 
Birth Date: ___________________________________

Spouse’s Occupation: _____________________ 

Place of Employment: _________________________ 

Names, Ages, Birthdates of Children ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Religious Affiliation: ________________
How Did You Hear About Me?_______________________________
Family Physician: ____________________________


      Phone #: ____________________________
Medications You Take: _____________________________________________________________________________
Insurance Information: (Subscriber/Member ID) _________________________ Plan _________________________
Current Medical Problems: ____________________________________________________________________________________________________________________________________________________________________________________________________
Past Physical Problems: ____________________________________________________________________________________________________________________________________________________________________________________________________
General Functioning Complaints: (Sleeplessness, Low Energy, Irritability, Anxiety, Worry, Etc.)

____________________________________________________________________________________________________________________________________________________________________________________________________
Professional Counselors Seen and When or Hospitalizations:  ____________________________________________________________________________________________________________________________________________________________________________________________________
Person Responsible For Fees:  __________________________________________________________________________________________________     

