Client Intake Form
Name:

Address:

Tel:

Date of Birth:

GP name and address:

Relationship Status:

Details of parents (alive/together/divorced etc.) 

Details of Siblings (age and gender)
Details of any significant Medical/Psychiatric History:

Details of any previous counselling (dates/type of therapy/ whether helpful)
Any current addictions (eg: alcohol/drugs etc)

Any previous suicide attempts or history of self harm
What would you like to achieve from counselling?
· Please note that I have a 48 hour cancellation policy.
