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Admission Form

Personal Information

	Client ID:

     
	Today’s Date:

     

	Last Name:

     
	First Name:

     
	Middle Initial:

     

	Social Security Number:

     
	Date of Birth:

     

	Street Address/ PO Box/ Route:

     

	City:

     
	State:

     
	Zip:

     

	Home Phone:

     
	Cell Phone:

     

	Preferred E-mail Address:

     


Work Information

	Current Employer:

     

	Work Street Address/ PO Box/ Route:

     

	City:

     
	State:

     
	Zip:

     

	Position:

     

	Work Phone:

     
	 FORMCHECKBOX 
 Full Time             FORMCHECKBOX 
 Part Time            FORMCHECKBOX 
 Temporary


Family Information
	Spouse/ Significant Other Name:

     

	Years Married/ Length of Relationship:

     
	Status of Relationship:
     

	Children:   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No  If yes, please complete:

	Name:
	Age:

	1.
	     
	     

	2.
	     
	     

	3.
	     
	     

	4.
	     
	     

	5.
	     
	     

	6.
	     
	     


Spouse/ Significant Other Information

	Spouse/ Significant Other Street Address/ PO Box/ Route: (if different from above)

     

	City:

     
	State:

     
	Zip:

     

	Home Phone:

     
	Cell Phone:

     


	Spouse/ Significant Other Current Employer:

     

	Work Street Address/ PO Box/ Route:

     

	City:

     
	State:

     
	Zip:

     

	Position:

     

	Work Phone:

     
	 FORMCHECKBOX 
 Full Time             FORMCHECKBOX 
 Part Time            FORMCHECKBOX 
 Temporary


Parental Information (if client is a minor)
	Last Name:

     
	First Name:

     
	Middle Initial:

     

	Social Security Number:

     
	Date of Birth:

     

	Street Address/ PO Box/ Route:

     

	City:

     
	State:

     
	Zip:

     

	Home Phone:

     
	Cell Phone:

     

	Preferred E-mail Address:

     


	Current Employer:

     

	Work Street Address/ PO Box/ Route:

     

	City:

     
	State:

     
	Zip:

     

	Position:

     

	Work Phone:

     
	 FORMCHECKBOX 
 Full Time             FORMCHECKBOX 
 Part Time            FORMCHECKBOX 
 Temporary


Treatment Information
	Referral Source:

     

	Primary Reason for Seeking Treatment:

     

	Insurance   FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	Insurance & Type:

     

	Group Number:

     
	Personal ID Number:
     


Client’s Brief Counseling History
	Physician/ Psychologist/ Psychiatrist Name:

     

	Agency:

     
	Phone:

     

	Active Client:   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No
	Date of Last Appointment:

	Release:   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No

	Brief History of Previous Counseling (if applicable):
     



Emergency Contact and Relationship

	Last Name:
     
	First Name:
     
	Middle Initial:
     

	Street Address/ PO Box/ Route:

     

	City:

     
	State:

     
	Zip:

     

	Home Phone:

     
	Cell Phone:

     


	Client Signature:
	

	Date:
	

	Parent/ Guardian Signature:
	

	Date:
	

	Counselor Signature:
	

	Date:
	


	I have been given the HIPPA COMPLIANCE INFORMATION which explains the privacy practices used with medical information.

	Client Signature:
	

	Date:
	


Agency Letter Head














