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CLIENT INFORMATION SHEET - CHILD/ADOLESCENT

Today".s Date:
i Full Name: Date of Birth:
| Home Address:
(Street) (City) (State) (Zip)
Home Phone: School: Grade:
Teacher’s Name: School Contact:
(if elementary) ' :
Client’s Cell Phone ' Client’s Email
Mother’s Name: Place of Employment:
Father’s Name: Place of Employment:

* Father’s Cell Phone: Mother’s Cell Phone:

Parents’ Preferred Email

Other Persons Living in Home:

(Name) (Age) (Relationship to client)

Family Members Living Outside of Home:

If parents separated or divorced, noncustodial parent’s address:

Home phone:

(OVER)
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Who referred client?

Main reason(s) for seeking help:

Previous Counseling

(Date) | (Counselor’s Name)

Current Medical Conditions:

Medications:

(Medication) (Prescribing physician)
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