[bookmark: _GoBack]Sharon Rukin, PhD, LCPC
Licensed Clinical Professional Counselor

CLIENT INFORMATION

Name: _____________________________________   Date of Birth: _______________________

Home Address: ___________________________________________________________________

City: _____________________________________  State: ____________  Zip: _______________

Telephone number: _______________________________________________________________

Can messages be left at the telephone number given?  Yes: ___ No: ___

Relationship Status:______________________________________________________________
 (single, married, involved)  Length of relationship

If requesting couples therapy, name of partner/spouse: ______________________________

Occupation: ___________________________________________

Have you received therapy or psychiatric services in the past: Yes: ___ No: ___

If yes, please describe: ________________________________________________________

Do you have any current medical issues?  Yes: ___ No: ___

If yes, please describe: _________________________________________________________

Are you taking any medications: Yes ___ No: ___

If yes, please state which medications: __________________________________________

Who referred you to Sharon Rukin, PhD, LCPC? __________________________________

May Sharon Rukin, PhD, LCPC send an acknowledgment note to the above named person (s) who referred you? Yes: ___ No: ___

If yes, please sign and date below.

Client Signature: ____________________________ Date: _____________________________
