COUNSELING CLIENT INFORMATION FORM TEMPLATE

DATE

IS THIS A PREVIOUS PATIENT?

PATIENT INFORMATION

NAME

CELL PHONE

ALT. PHONE

EMAIL

SOC SEC #

DATE OF
BIRTH

EMERGENCY CONTACT

NAME OF
CONTACT

MAIN PHONE #

HEALTH INFORMATION
Describe the reason for the initial visit.

Describe your mental health in general.

Please circle any of the following conditions you've had a health issue with.

anxiety
depression
anger
concenfration
phobias
communication
drugs/alcohol

Please specify on any condifions circled above.

self-inflicted pain
financial problems
head injuries

frust in others
nightmares

ADMINISTRATOR

REFERRED BY

HOME
ADDRESS

WORK
ADDRESS

RELATIONSHIP
TO CLIENT

ALT. PHONE #

broken bone
measles
hepatitis
fuberculosis
neck pain
diabetes
artificial joints

Try Smartsheet for FREE


https://bit.ly/31CBJY3

DISCLAIMER

Any articles, templates, or information provided by Smartsheet on the website are for
reference only. While we strive to keep the information up to date and correct, we make no
representations or warranties of any kind, express or implied, about the completeness,
accuracy, reliability, suitability, or availability with respect to the website or the information,
arficles, templates, or related graphics contained on the website. Any reliance you place on
such information is therefore strictly at your own risk.
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