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Client Information Form
(Adult)
Please fill in all of the information below.  Thank you.
	Client Name
	
	
	
	Age
	
	Birth Date
	

	Address
	
	
	
	
	
	
	

	City
	
	
	
	State
	
	Zip Code
	

	Home Phone
	(                )
	
	
	OK to leave messages
	  □ Yes     □ No

	Cell Phone
	(                )
	
	
	OK to leave messages
	  □ Yes     □ No

	Occupation
	
	
	
	Place of Employment
	
	
	

	Office Phone
	(                )
	
	
	OK to leave messages
	  □ Yes     □ No

	Partner/Spouse
	
	
	
	Occupation
	
	
	

	Phone
	(                )
	
	
	OK to leave messages
	  □ Yes     □ No

	Referred By
	
	
	
	Agency/Office
	
	
	

	Medical Issues
	
	
	
	
	
	
	

	Doctor/Agency
	
	
	
	City/Town
	
	
	

	Last Visit
	
	
	
	
	
	
	

	Medications
	
	
	
	
	
	
	

	Please list name, age, relationships and occupation/school of household members.

	Name
	
	Age
	
	Relationship
	
	Occupation/School

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	Previous Counseling
	  □ Yes     □ No
	Name of Counselor?
	

	Reason/Problems
	
	
	

	Involvement with DCF
	  □ Yes     □ No
	If Yes, When?
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