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202-262-4356

CLIENT INFORMATION FORM
Client’s Name: __________________________________________ Date: _____________

Second Client (Spouse)’s Name: _____________________________________________

Address: ______________________________________________________________

City: _________________________________  State: ________  Zip: ______________

Home Phone: ______________________________  Okay to call you here? _________

Cell Phone: ________________________________
 Okay to call you here? _________

Second Client’s Cell Phone: ________________________
Okay to call you here? _________

Email Address: _____________________________ Date of Birth: ________________

Second client Email Address: _____________________________ Date of Birth: _________

How did you hear about me?  Were you referred by someone? ____________________

Have you ever worked with a therapist before?  When? And why did you end therapy? 
______________________________________________________________________

Prior Therapist’s name and phone: __________________________________________

(if you wish to give me permission to speak with them, please sign an authorization form)

Do you currently see a Psychiatrist?____  Current Medications? ____________________

Psychiatrist’s contact information: ___________________________________________

(if you wish to give me permission to speak with them, please sign an authorization form)

Psychiatric Hospitalizations, if any:____________________________________________


Other therapists working with your family?: _____________________________________

Your profession and place of work:  __________________________________________

A contact person in case of emergency, with phone and address: _______________________ 
_________________________________________________________________________

