

		ID#__________________
CLIENT REGISTRATION

Client’s Full Name: ____________________________________________________

Date of Birth: _____________	Age: ______

Guardian’s Name (if applicable): _______________________________________________________________

Home Address (city, state, zip): ________________________________________________________________

Mailing Address (if different): __________________________________________________________________

Home Phone: ____________________________  Cell Phone (guardian, if applicable):______________________

Email (of guardian, if applicable): ________________________________________________________________	

Client’s Highest Grade Completed: __________________

Employer (of guardian, if applicable): ______________________________________________________________

Job/Position: _____________________________________________________________________________

[bookmark: _GoBack]Client’s Primary Care Physician: __________________________________  Date last seen: ______________

Emergency Contact: _______________________________________________________________________
			(Name)					(Relationship)			(Phone)

How did you hear about this practice? _________________________________________________________


Keen Counseling, LLC
Sara Keen, MS, LMHC, 1362 N. US Hwy 1, Suite 301, Ormond Beach, FL 32174, 386-871-9632
