	
	
	



COUNSELING CONNECTIONS

Client Profile






Information on this form is held in confidence and will not be released without your written approval. Please complete this form as thoroughly as possible. This form must be signed and dated as indicated below. PLEASE PRINT (Items marked with * are required)

*Client/Child full legal name: _________________________________________    *DOB: _________________   Age: _____

Preferred Name: ________________    *Gender assigned at birth (required by some insurances): _______________________    

Preferred pronouns: ______________________________			Primary Language: _________________

*Ethnicity/Race (circle):  Caucasian    African-American   Prefer-Not-To-Say   Other: ____________________________

*SS#: _____________________________

*Address (NO PO Box): _______________________________________  City: ____________________  State: ____   Zip: ________

*Primary Phone Number: _____________________________  Secondary phone (opt) _____________________________

Primary Email Address: _______________________________________________________________

Best way to contact:	☐Primary Phone    ☐Email     ☐Other: ______________________________________

*Employer or School: ____________________________________________________

Doctor/Primary Care Provider: _____________________________________________  Approx date last seen: __________________

Does client have any history of nicotine, alcohol, or substance use?    ☐YES    ☐NO    ☐NOT SURE
Do you want information about treatment or how to get help? ☐YES    ☐NO  	

Emergency contact name: ________________________________________   Phone: ___________________________

Relationship to client: _____________________________________

*LEGAL GUARDIAN (if applicable): ______________________________________   Phone: ____________________________


(PLEASE INITIAL IN THE BOXES BELOW)

PERMISSION TO TREAT/NOTICE OF PRIVACY PRACTICES
	Initial
	I/We consent that the client named above may be treated at Counseling Connections, LLC. 


	Initial
	A copy of the Informed Consent and the HIPAA/Notice of Privacy Practices has been made available and I/we understand the information.







_____________________________________________________________        ______________________________________
Signature of Client/Guardian	    Date
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