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Heart of Therapy
5049 Swamp Rd, Suite 305, Doylestown, PA 18923

NEW CLIENT REGISTRATION FORM (under 18 years old)
PLEASE PRINT CLEARLY

Client’s Name _________________________________________________________________
LAST, FIRST, MIDDLE

Address _______________________________________________________________________
STREET, CITY, STATE, ZIP

Phone _______________________  			Email_____________________________

May your therapist leave a message at your provided phone number:    □ Yes □ No 
May your therapist text you at your provided phone number:    □ Yes □ No 
May your therapist email you at your provided email:    □ Yes □ No 
Birthdate: __________________ 		Gender: _____________ 
Current Providers
Psychiatry: □ No □ Yes 
Name __________________________________________________Phone _________________ 
Primary Care: □ No □ Yes 
Name __________________________________________________Phone _________________ 







Medical History
Medication Allergies: □ No □ Yes: ______________________________________________________________________________ 
Please list your child’s active and/or chronic medical conditions/diagnoses: ______________________________________________________________________________ 

Please list all current medications, including vitamins and supplements, your child is taking (Medication Name Dose (e.g. 2 mg) Frequency (e.g. twice a day))
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
Behavioral History
Current diagnosis(es): ____________________________________________________________
Issues of Substance Use: _________________________________________________________
Issues of Criminal Involvement: ____________________________________________________
History of suicidal thoughts, plans or actions: _________________________________________
School Information
Current Grade: _________________________________________________________________
School Name: __________________________________________________________________
Concerns with school: ___________________________________________________________
How are your child’s grades? ______________________________________________________
Has your child ever participated in special programming? _______________________________
Does your child have a 504 or IEP? _________________________________________________





Parent/Guardian Information
[bookmark: _Hlk60669140]Parent/Guardian’s Contact Information (PARENT/GUARDIAN #1): 
Name_________________________________________________________________________
LAST, FIRST, MIDDLE

Address_______________________________________________________________________
STREET, CITY, STATE, ZIP
Home Phone ____________________________ Cell Phone _____________________________ Business Phone __________________________ Email Address __________________________
May your therapist leave a message at your provided phone number:    □ Yes □ No 
May your therapist text you at your provided phone number:    □ Yes □ No 
[bookmark: _Hlk60669059]May your therapist email you at your provided email:    □ Yes □ No 
Birthdate __________________  Gender: ______________
Employer _____________________________ Occupation ____________________________ 

Parent/Guardian’s Contact Information (PARENT/GUARDIAN #2): 
Name_________________________________________________________________________
LAST, FIRST, MIDDLE

Address_______________________________________________________________________
STREET, CITY, STATE, ZIP
Home Phone ____________________________ Cell Phone _____________________________ Business Phone __________________________ Email Address __________________________
May your therapist leave a message at your provided phone number:    □ Yes □ No 
May your therapist text you at your provided phone number:    □ Yes □ No 
May your therapist email you at your provided email:    □ Yes □ No 
Birthdate __________________ Gender: ______________
Employer _____________________________ Occupation ____________________________ 
Emergency Contact in case neither parent/guardian can be reached:
Name _________________________________ Best Number __________________________

Current Needs
Is there currently any Children and Youth involvement? □ Yes □ No
Are there currently any legal issues or justice system involvement? □ Yes □ No
What is the reason you are coming in for counseling? Is there something specific, such as a particular event? If this is due to a specific event, when did it start or happen? How is your life affected by this issue? Please be as detailed as you can. _______________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What do you hope to get from coming to therapy? What is your goal? _____________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Is there anything else you think is important for your therapist to know: ___________________
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Client Signature _________________________________________________ Date __________
Parent/Guardian Signature ________________________________________ Date __________
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