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CLIENT REGISTRATION 
 

(PLEASE PRINT)       Today’s Date: ___/___/___ 

 

 

Client’s full name: -

______________________________________________________________ 

Home Address: _______________________________City: ____________ State/Zip: ________ 

Home Phone: _______________________ Cell Phone: _________________________ 

Age: ___________Date of Birth: _______________________ 

Client’s Employer: ________________________________ Phone: _______________________ 

Full Name of Spouse: ____________________________ Date of Birth: ___________________ 

Student (y/n): ________ Name of School:  ___________________________________________ 

Family Physician: __________________________ Referred by: _________________________ 

Other Mental Health Professionals you have seen: _____________________________________ 

 ______________________________________________________________________________ 

List Medications & Reason Prescribed:  _____________________________________________ 

______________________________________________________________________________ 

Emergency Contact ____________________________________ Relationship to Client ____________ 

Home/Cell Phone_______________________________ 

 

Reason for seeking therapy  

 


