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Clients Name: ____________________________________________________________ 
                        First    Middle   Last 

(DOB): ___________ Age: _______ Race: _______ Gender: ________ 
 
School Assignment: _______________________________________________________ 
 
Living with (circle): mother      father other: _____________________(relation) 
 
Name: ______________________________________ Marital Status: ___________ 
 
Address: ________________________________________________________________ 
                      Street Address     City State  Zip Code 
 

Telephone: (H)_________________ (W) ________________ (O) __________________ 
 
 
 

Referral Reason: _________________________________________________________ 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 
 
Additional Information: 
 
Is client currently on medication?  If yes, please list all medications. 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
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Additional Info (continued): 
 
Is client currently receiving therapy or under therapeutic care, if yes please provide the 
therapist name and/or name of the agency.  Also explain reason for care. 
 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
 
Is client currently enrolled in any other programs or waiting to enroll in any other 
programs?  Please list the name of all programs along with the days and times or each 
program. 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
 
 
 
 
 
Signed: __________________________________________ Date: _____________ 
 
 
 
  


