Gerald S. Wood, MS


 Eagle’s Wings Counseling Center 
Licensed Professional Counselor
174 Murray Guard Drive, Suite B
     
Cell:  731-571-5146


Jackson, TN  38305


Phone:  731-664-2131

          

Client Information Form

Date:____________________                     Referred By___________________________
Name:________________________________Age:____Date of Birth:_______________ 
Social Security Number:  _____________________  email________________________
Address:____________________________City/State/Zip:_________________________
Cell Phone:  __________________OK to call  Yes___  No___  OK to leave message ___

Home Phone: _________________OK to call   Yes ___  No___OK to leave message ___

Work Phone:  _________________OK to call  Yes ___  No ___OK to leave message ___
Place of work/School_______________________________________________________
Marital Status: Single__ Married__ Widowed__ Separated__ Divorced__ Cohabiting__
Spouses Name _________________________
A person to contact in an emergency:___________________ Phone _________________
Physician:___________________________Address______________________________
Last time you saw physician:__________________Reason:_______________________________________
Medications you are currently taking:_________________________________________________________________
Previous Mental Health Services? Yes _____ No_____
Name of Facility and Type of Service? ________________________________________________________________________
Household information: (person(s) living with you)
Name


Relationship



Age     Work/school

I am seeking counseling services because_________________________________________________________________
________________________________________________________________________
I hereby apply for services offered by Gerald S. Wood, MS, LPC/MHSP as may be appropriate for me or my child
_______________________________________________Date____________________

(Signature of client, parent/guardian)
