Catherine Cooney, MS, LPC, CSAT
1112 N.E. 21st Ave, Ste 3

Portland, OR 97232
                                                             Client Information                   Today’s Date____________
Name __________________________________________

     DOB _____________________
Preferred Name  ________________________________ 

     Preferred pronoun ___________

Address ________________________________________

     Circle one:    Single   Married










                  Partnered       Divorced

City, State, Zip __________________________________

             Co-habitating     Other
Phone ___________________________  Okay to leave messages?  Yes   No

Email address (if you prefer email communication)*  ____________________________________

*Please note, despite best practices, the confidentiality of email cannot be guaranteed due to the nature of internet vulnerability.  
Partner/Spouse name: _________________________________________________________________

If client is a minor/dependent, parent/guardian name  ________________________________________

Who referred you?  (If website, please specify the website name, if known)

If you are seeing a therapist, psychiatrist or other prescribing practitioner, whom:

Medications (current or past):

Current health conditions (or serious history of illness):

Please note any alcohol or drug problems:

Please note any legal problems, past or present:

Past or present military duty:
-over-

Client Information (page 2)
For what concerns are you seeking counseling?

What are you hoping will change as a result of counseling?

