COMPASS COUNSELING, LLC

Client Information Form
Last Name:                                                         

First Name:
Date of Birth:




      
Age:



Street Address:





City:

Zip Code:

May I send mail to your home address?
           Yes
           No



Home Phone: 






Call you at home?                                                           Yes
           No

Leave a message at home?                                           Yes                     No

Cell Phone:

Call you on your cell?
                                                   Yes
           No

Leave a message/text on your cell?
                         Yes
           No



Email Address:

May I communicate with you via email?
           Yes
           No



Employment Status:
           Full time               Part time
     Unemployed
  Disability

                                      Retired

If you are a student:
           Full time
               Part time
     Name of school:



Have you had previous counseling?
                         Yes
           No

Name of provider(s)?:




      
When:

Referred by:

Name of person to contact in an emergency:



Their relationship to you:




Phone Number:



Signature:

Date:

