
   

 

Name(s): __________________________________________________________ Date: ________________ 

Mailing Address: 

_______________________________________________________________________________________ 
 Address City State Zip code 

Date of Birth: ______________ Marital Status: ___________Name of Spouse / Life Partner______________ 

Name and Age of children: ____________________________________________________________ 

Cell: ____________________Home: _________________Email: _____________________________ 

By providing this information you give The Center for Veterans in Transition permission to communicate with you directly or leave 

messages/texts, unless otherwise specified. 

What made you seek out therapy? ____________________________________________________________ 

Personal Physician: ________________________________Phone: _________________________________ 

Medical Conditions:(past/current) _____________________________________________________________ 

________________________________________________________________________________________ 

Have you been to therapy before? ____NO____YES If Yes, When: __________________________________ 

Previous mental health diagnosis or emotional issues______________________________________________ 

Medication(s) taking? ______________________________________________________________________ 

Have you ever attempted suicide? ____NO ____YES If Yes When: _________________________________ 

Have you recently considered committing suicide? ____NO____YES 

Emergency Contact: _________________________________________ Phone number: _______________ 

Relationship: _____________________Address: ________________________________________________ 

How did you find us? _______________________________________________________________________ 

How do you intend to pay for services? ________________________________________________________ 

 

Client Signature____________________________________________________Date_________________ 

Revised 10/29/24 LC 

 

                                               

                                                       
                                           


