  DC Holistic Psychotherapy
Client Information Sheet




Name :_____________________________________________  Age:________ DOB___________

Partner: ____________________________________________ Age:________ DOB___________

Other family members participating in therapy:
 ____________________________________________ 	Age:________DOB___________  ____________________________________________ 	Age:________DOB___________

Address:_______________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________


E-Mail Address: ________________________E-Mail Address: ____________________________
Cell Phone: ___________________________  Cell Phone:_______________________________
Home Phone: __________________________ Home Phone: _____________________________

Relationship Status: ______________________________________________________________

Employer:_________________________________ Work Phone:___________________________

May we contact you at home?_____________ May we contact you at work?___________________

Physician:_________________________________ Are you taking any medications? ___________
If yes, name(s) of medications:_______________________________________________________

Referred by: ____ Google or Yahoo pages  ____ Therapist Locator site web site ____ Friend/Relative 
[bookmark: _GoBack]          ____ Psychology Today  ____Physician ____ School   ____ Other (please specify)         
                                                       
          _____________________________________________________________________


