



CLIENT DATA SHEET
Date:				D.O.B.				Race:					
Name:													
Address:							City:					
State:		 Zip:		Contact #:			or					
Email:													
Marital status:	 # of children:		Highest level of education			
Place of employment:										
Address:						City:				State:			
Zip:		 Work #:				Position:					
Number of years employed by this company?	 	 Monthly salary			
Known health issues:										
Medications:												
Allergies:												
Doctor:							Hospital:					
[bookmark: _GoBack]Emergency contact name & number:								
Are you currently being seen by a therapist or mental health professional:		
Name of therapist:					Telephone:					
Company:												
Additional participants in session:
Name							DOB		Relationship			
Name							DOB		Relationship			
	Brief overview of concerns: 

	

	



Method of payment: cash	insurance					copay			
Referred by:					Signature:						
