
 

 

CONFIDENTIAL CLIENT INFORMATION 
 
 
Child Information 
 
Today’s Date: ________________________ 
 
Referred By: _________________________ 
 
Child’s Name: ___________________________ 
 
Date of Birth:  _______________________ 
 
Home Address: _______________________________________________ 
 
City/State/Zip: ________________________________________________ 
 
 
Parent/Guardian Information 
 
Parent/Guardian’s Marital Status: S  M  D  W 

 
Parent/Guardian’s Name: _____________________________ 
 
Work #: ____________________________________________ 
 
Home Phone: __________________________ 
 
Cell Phone: ____________________________ 
 
Address (if different from child’s): _________________________________ 
 
Email Address: ________________________________________________* 
 
*Email is not a 100% secure form of communication. Please initial if okay to contact by email. _____________________________________________________________ 
 
 
Parent/Guardian’s Name: _____________________________ 
 
Work #: ____________________________________________ 
 
Home Phone: __________________________ 
 
Cell Phone: ____________________________ 
 
Address (if different from child’s): _________________________________ 
 
Email Address: ________________________________________________* 
  
 
*Email is not a 100% secure form of communication. Please initial if okay to contact by email. _____________________________________________________________ 



 

 

Pediatrician Information 
 
Pediatrician: _______________________________________ 
  
Address: __________________________________________  
 
 
Permission to contact your pediatrician? _________yes _______no 
Permission to contact the referral source? _________yes _______no 
 
I give consent for my child to receive assessment/psychotherapy 
 
 
 
Signature of parent:      Date: 
 


