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CLIENT	DETAILS	

CONFIDENTIAL	CLIENT	INFORMATION	
	

 
 
Your Child’s Name:  ____________________________________________________________ 
 
Sex:      (circle)      Male      Female                Gender Identity Specified:  __________________ 
 
Date of Birth:  ________________________________      Age:  _________________________ 
 
Primary Parent’s Name:  _________________________________________________________ 
 
Other Parent’s Name:  __________________________________________________________ 
 
Address: 
_____________________________________________________________________________ 
 
_____________________________________________________________________________ 
 
Child Resides With:  ____________________________________________________________ 
 
Parenting Orders / Custody Arrangements: (if	applicable,	please	provide	details) 
 
_____________________________________________________________________________ 
 
Telephone Contacts:      Home:  _____________________  Other Home:  _________________ 
 
                                  Mobile:  _____________________  Other Mobile:  ________________ 
 
Primary Email Contact:  _________________________________________________________ 
 
Other Email Contact:  ___________________________________________________________ 
 
Emergency Contact Person:  ________________________  Phone:  ______________________ 
 
Child’s School:  ________________________________________________________________ 
 
Grade Level:  _________________________________________________________________ 
 
 
Source of Referral:  ________________________  Private Health Fund: ___________________ 
 
How did you find out about Dr. Rachel Bushing? (please circle) 
 

GP	 Internet	 APS	Find	a	
Psychologist	

Word	of	
mouth	

Other:	
_______________________________	

	


