
 
 

 
 
 
 
 

Client Information 
	

Today’s	Date:	 ____________________	

Name:				 _________________________________________________________________	

Address:	 _________________________________________________________________	

	 	 _________________________________________________________________	

Date	of	Birth:	 _____________________	 SS#:	___________________________________	

Cell	Phone	#:	 _____________________	 Home	Phone	#:		_________________________	

Work	Phone	#:	 _____________________	 E-mail	address:		__________________________	

	
Employer:	__________________________	 Occupation:	_____________________________	

	
Type	of	Therapy:	(Please	check) 		 Individual	 								Couples											 Family	 	 		
	
Emergency	Contact	
		
Name:	 ______________________	Phone:_________________			Relationship:_______________	
	
	
Additional	Client	Information	(significant	other,	family	member	also	participating	in	treatment)	
	

Name:				 _________________________________________________________________	

Address:	 _________________________________________________________________	

	 	 _________________________________________________________________	

Date	of	Birth:	 _____________________	 SS#:	___________________________________	

Cell	Phone	#:	 _____________________	 Home	Phone	#:		_________________________	

Work	Phone	#:	 _____________________	 E-mail	address:		__________________________	

	
	

How	did	you	hear	about	Tobin	Counseling	Group?______________________________________	
	
Do	you	give	Tobin	Counseling	Group	permission	to	send	you	email	updates	on	workshops,	
articles,	book	recommendations,	and/or	group	sessions?	(Please	check)	 	 Yes		 								No 
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