
Client Information Sheet

Initial Appointment Date: _____________________

CLIENT INFORMATION: (Please fill in the following information)

First Name: ________________ Initial: ___ Last Name: _______________________

Date of Birth: ____________     Sex: ________       Marital Status: _______________

Address: _______________________________________________________________

City/State : _______________ Zip:___________

Home Phone: ____________________ Cell Phone: _____________________

E-Mail: ________________________________________________________________

What is the best way to reach you?: ________________________________________

Employer or School: _____________________________________________________

How did you hear about the practice? ______________________________________

EMERGENCY CONTACT:

Name: ___________________________ Relationship to Client: __________________

Address: ____________________________ City: ________________ Zip: _________

Home Phone: ___________________                  Cell Phone: _____________________

Maleka Walters, MS, LMFT
Revised 2/2023
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