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Preferred Method of Contact: (Select One)
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Caregiver B's Legal Name:

Cool Counselling Inc.

1907 4th Street

Nisku, AB T9E 7V2

E: admin@coolcounselling.ca
T: 587.582.5537
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Is there anything else you would like me fo know before the first appointment?
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Are you looking to utilize coverage through a third-party or your employer? (Select One)

*If responding yes, what is the insurance company?
*If responding no, are you willing to submit tax documents to prove income to qualify for our
sliding scale fee for those who have a gross household income under $140,000? (Select One)
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Early Afternoon (12 PM)
Late Afternoon (after 3:00 PM)
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Cool Counselling Inc.

1907 4th Street

Nisku, AB T9E 7V2

E: admin@coolcounselling.ca
T: 587.582.5537

How did you hear about us? (Select One)
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