
Date:____________________________  Name:________________________________________________ 

Date of Birth: _______________________________________________________________________________ 

Age: ___________________________________________________ 

Address 

Street:_________________________________________________  Apt#:________________________ 

City: _________________________ State: ________________________ Zip code: _____________________ 

Contact Information 

Cell phone: ________________________________________ 

Work phone: _______________________________________ 

Home phone: _______________________________________ 

Email: ______________________________________________________________________________________ 

Emergency Contact 

 Name: ______________________________________________ 

Phone number: ____________________________________ 

Referred By: __________________________________________________________________________________ 

Please Note Office Policies: 

• Since each appointment time is reserved for only one client, please
provide at least 48 hours notice for cancellations. I am happy to
reschedule a session for later in the week, if possible.

• If you have to cancel at the last minute or do not show for a session,
you will be charged your full fee.

Sign here that you agree to office policies: 
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