
The Mind of Christ Counseling Center 
 

CLIENT INFORMATION 
 (This information is strictly confidential) 

Date ________________________ 

 

Last Name: ___________________________ First Name: _____________________ Middle Initial: ______  
 
Address _____________________________________City _______________State _______Zip _________ 
 
Home Phone __________________ Cell Phone ___________________ Work Phone __________________ 
 
E-mail_________________________________________________________________ 
 
Age ________ Date of Birth ____________________ 
 

❏ Male ❏ Female       ❏ Single    ❏ Married   ❏ Divorced    ❏ Widowed   ❏ Remarried   

Where would you like me to leave you messages? 

❏ Home ❏ Work ❏ Cell ❏ E-mail ❏ None 

If your appointment must be canceled, how would you like to be contacted? 

❏ Home            ❏ Work            ❏ Cell      ❏ E-mail ❏ None 

 
 

Who referred you? ______________________________________________________  

 

 

EMERGENCY CONTACT   (This information is necessary for our files and is strictly confidential)  

Name: ________________________________________________  

 

Relationship to Client: ________________________  

 

Address: 
__________________________________________________________________________________________  

(Street) (City) (State) (Zip Code)  

 

Phone: ______________________________________ Other: ___________________________________  

 


