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License # MFC 34156 
 
 

NEW CLIENT INFORMATION 
 

Your Information:​          Individual [  ]          Parent [  ]          Guardian [  ]                           Physician_______________________ 

Name_________________________________________________ SSN_________________________ Birth Date_____________ 

Address__________________________________________________________________________________________________
Number Street City State Zip 

 
Home Phone_______________ Cell Phone_______________ Work Phone_______________ Occupation_______________________ 

Employer’s Name & Address____________________________________________________________________________________ 

Insured By_________________________________________      I.D.#___________________ Dependents Covered?____ 

Unless otherwise arranged, all billing statements will be mailed to you at the address above. 

 

Other Adult’s Information:​          Married [  ]          Divorced [  ]          Co­Parent [  ]          Physician_______________________ 

Name_________________________________________________ SSN_________________________ Birth Date_____________ 

Address__________________________________________________________________________________________________ 
Number Street City State Zip 

 
Home Phone_______________ Cell Phone_______________ Work Phone_______________ Occupation_______________________ 

Employer’s Name & Address____________________________________________________________________________________ 

Insured By_________________________________________      I.D.#___________________ Dependents Covered?____ 

 
Children: 

Name  M/F  Date of Birth  Age  School  Physician  Custody 

             

             

             

             

Use back of sheet to identify any additional family members. 

 

Presenting Problem​___________________________________________________________________________________________ 

Previous Treatment​_________________________________________________   ​Referred By​_____________________________ 

I/We wish to receive counseling services from Carolyn Kelleher and agree to be responsible for professional fees. 
 
 
________________________________________  _________     ________________________________________  ____________ 
Client Signature              Date       Client Signature                     Date 
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(831) 915­8856 



Carolyn Kelleher,​ M.A. 
Licensed Marriage and Family Therapist  

License # MFC 34156 
 
 

I, custodial parent of the minor client(s) named above, authorize him/her/them to receive counseling services from Carolyn 
Kelleher and agree to be responsible for professional fees. 

 
________________________________________  _________ 

Client Signature              Date 
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