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COUNSELING REGISTRATION FORM

TODAY’S DATE




Personal Information:

	Last Name
	First Name
	Date of Birth

	
	
	

	Age
	Gender
	Ethnic Origin
	Email Address

	
	
	
	

	Home Phone
	Work Phone
	Cell Phone
	Street Address

	
	
	
	

	City
	State
	Zip Code
	County

	
	
	
	

	Religious Affiliation
	Last School Attended

	
	


Relationship Status:

	Single 
	Married
	Separated
	Divorced
	Cohabitating
	Widowed

	
	
	
	
	
	

	Spouse’s/Partner’s Name
	Age
	Years Together

	
	
	

	Your Children’s First Names
	Ages
	Lives with You?

	
	
	

	Emergency Contact Name
	Relationship
	Phone Number(s)

	
	
	


Current Counseling Request:

	Counseling Objectives

	


Family of Origin Information:

	Biological Mother
	Age
	Living?

	
	
	

	Biological Father
	Age
	Living?

	
	
	

	Step-Mother
	Age
	Living?

	
	
	

	Step-Father 
	Age
	Living?

	
	
	

	Your Siblings’ First Names
	Ages
	Birth Order Rank

	
	
	


Employment:

	Employer/Occupation
	Years Employed
	Address

	
	
	


Health:

	Health Concerns/Conditions
	Medications/Drugs

	
	


Previous Counseling:

	Dates
	Reasons

	
	


Please complete both sides
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