
   

 

Better Mental Health Services 
1684 E. Gude Dr, Suite 102 

Rockville, MD 20850 
 
 
 
 

Client Information 
 

Name:   DOB:   
 

Address:   
 

City:   State:   Zip:   
 

Cell Phone:   Home Phone:   
 

Email Address:   

 

Pronouns: ___________________          Gender Assigned at Birth: _________________________ 

 

Preferred Method of Communication: Cell Phone          Home Phone           Email   

 

Please tell us a bit about why you are seeking therapy: 
_______________________________________________________________________________ 
_______________________________________________________________________________
______________________________________________________________________________________________ 

 

 

Emergency Contact Information 
 

Emergency Contact Name:   

 

Emergency Contact Phone Number:   
 

Relationship to Client:   
 

 Date:   
Client Signature 

 
 Date:   
Parent or Guardian Signature (if applicable 

 
 
 

 
www.BMHStherapy.com 

http://www.bmhstherapy.com/
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