  Client Information

Name: 



Date: 





Address: 










City:


  
 Zip: 





Email: 


                    Date of birth: 

/

/



Phone number (best number to contact you): 



      



Whom may we contact in an emergency? 



      



How did you hear about me: 

Significant medical conditions, medications, or complimentary health approaches you currently use:

Primary Care Physican:__________________________________Phone_______________________

If you have had previous counseling, please state when and for what reasons:

