Wyman Counseling Ltd.
Client and Family Information
Intake date___________________

Client Name_______________________________ Cell #_________________________
Spouse/Partner Name _________________________Cell #_____________________________

Parent Name(If client is a minor)_____________________________________________
Phone(Home)______________________
Work______________________________

Address______________________________City__________________Zip___________

Date of Birth___________________Age_______________

SS#__________________Emergency Contact #_______________Relation___________

Sex-    Male   Female   Ethnicity______________

Employment Status-  Full time    Part time    Stay home parent    Student     Retired  Unemployment
Primary Language__________________________
Number of people in the home_______

Current Medications________________________________________________________________

Reason for seeking therapy__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

My signature below indicates that the above information is true and correct to the best of my knowledge

___________________________
________________________
______________________

Client




Therapist




___________________________

Spouse/Partner

__________________________________

Parent or legal guardian if client is a minor

