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CONTACT INFORMATION – Individual / Family / Child Therapy 

  

Please provide us with the information below so that we can set up your confidential file: 

 

Today’s Date:__________________ 

 

Your Name:___________________________________Date of Birth:______________ 

 

Your Mailing Address:____________________________________________________ 

 

Your Home Phone:_________________ Cell:_________________(please circle preferred #) 

 

Email Address (please print clearly):__________________________________________ 

 

Billing statements are sent via email in PDF format. 
 

 

Name of Other Parent (if appropriate):____________________Date of Birth:___________ 

 

Other Parent’s Home Phone:_________________ cell:_________________ 

 

Other Parent’s Email Address:______________________________________________ 

 

Other contacts: Name:__________________Relationship to you or child________________ 

   Phone:______________________email:_____________________________ 

 

   Name:__________________ Relationship to you or child________________ 

   Phone:______________________email:_____________________________ 

 

 

 

Children, (if they will be treated or involved): 

 

Name:_________________________________Date of Birth:_______________ 

 

Name:_________________________________Date of Birth:_______________ 

 

Name:_________________________________Date of Birth:_______________ 

 

Please note:  Appointments cancelled or broken without 24 hours advance notice will be 

charged to you. 


