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NEW CLIENT INFORMATION FORM

Today’s date:___________________ 

Name of Client:___________________________________________________ 

Date of Birth:________________________ 

Gender__________

Work /Profession___________________________________________________

Address: _____________________________________________________________________________________

Phone: home: ____________________________okay to leave a message? yes ___ no___

work / cell ____________________________okay to leave a message? yes ___ no___ 

e-mail:_________________________________

Religious/Spiritual Affiliation (if any): ____________________________ 

Physician name and phone #:_______________________________

Psychiatrist’s name & phone # (if applicable): __________________________________________________ 

Please list any medications currently taking: ____________________________________________________________ _____________________________________________________________________________________Whom may I thank for referring you? ___________________________________________________ 

Persons living with you:

Name_________________ Age________ Relationship___________

Name_________________ Age________ Relationship___________

Name_________________ Age________ Relationship___________

Name_________________ Age________ Relationship___________

Name_________________ Age________ Relationship___________

PLEASE READ AND SIGN BELOW WHERE APPROPRIATE

Most people who participate in behavioral or mental health treatment benefit from it.  Like most kinds of health care, this kind of treatment requires a very active effort on your part if you are going to get something out of it.  In addition, there may be certain kinds of risks involved.  For example, the therapy process can be challenging and sometimes may involve the experience of some uncomfortable feelings, or engaging in difficult interactions, or facing difficult aspects of your life.  Nevertheless, most people find that the benefits outweigh any such risks.  In fact, 

sometimes there can be more risks associated with not participating in therapy.  It is important that you participate in this therapy willingly.  If you have any questions or concerns about this document, about the services being provided to you, or about your treatment options, you should definitely ask the psychologist.  By signing your name below, you are acknowledging that you have read and understood the document, and that you voluntarily agree to participate in treatment.  If the person receiving care is a minor, a parent or legal guardian acknowledges having read and understood this document and voluntarily agrees to the minor’s participation in treatment (except in certain legally exempt situations).

__________________________       
____________________________________

Printed Name of Client


Client’s Signature                               Date

__________________________       
____________________________________

Printed Name of Parent/Guardian

Parent/Guardian’s Signature               Date


