ORIANA PAESANO-ATHERTON, MSc, RP, RMFT
Registered Psychotherapist

Individual, Couple, and Family Therapy
Enrolment #: ____________

CLIENT INFORMATION FORM
(For children or youth attending therapy with their parent(s)/legal guardian)
	Child’s name: 
	Date of birth:
	Age:

	Gender identity:
	School:
	Grade:

	Child’s primary address (including postal code):



	Parent/legal guardian 1: ___________________________
Relationship to child: ________________________________
Date of birth: _______________________________________
Address (if different than child’s primary address):

__________________________________________________
Cell phone number: _________________________________
Home phone number: ________________________________
Work phone number: ________________________________
	Parent/legal guardian 2: ___________________________
Relationship to child: ________________________________
Date of birth: ______________________________________
Address (if different than child’s primary address):

__________________________________________________
Primary phone number: ______________________________
Home phone number: _______________________________
Work phone number: ________________________________

	If parents are divorced/separated, please describe the custody agreement (e.g., joint, sole custody, no formal custody agreement): 

	With whom does your child live? (names and ages):


	Home #2 (if your child has two homes):



	If your child was adopted, please advise of your child’s age at adoption: 

	Name and phone number of your child’s family doctor: ___________________________________________________
· Does your child have an illness/health condition or has your child received a diagnosis that you feel is important for me to know about? ___________________________________________________________________________________
________________________________________________________________________________________________
· Current medication(s): _____________________________________________________________________________
· Has your child ever been hospitalized for a mental health-related concern? If so, when and what was the reason? ________________________________________________________________________________________________
· Pediatrician’s name and phone number (if applicable): ____________________________________________________

	Date that this form was completed:


2733 Lake Shore Blvd. West, Suite #111, Toronto, ON, M8V 1G9

416-676-6068

oriana.paesano@gmail.com

orianapaesano.com


