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

Individual, Couple, and Family Therapy
Enrolment #: ____________


CLIENT INFORMATION FORM 
(For youth attending individual therapy)
	Name: 
	Date of birth:
	Age:

	Gender identity (optional):
Preferred pronouns (e.g., she/her, he/him, they/them):

	School:
	Grade:

	Address (including postal code):

Permission to send mail in an envelope marked confidential?     Yes/No

	Your phone number(s):

	· Cell:
	Permission to leave messages on your voicemail?     Yes/No

	· Home: 


	Permission to leave messages on the home voicemail?     Yes/No 

Permission to leave messages with other members of your household?     Yes/No

	Parent/legal guardian 1: _______________________
Relationship to you: _____________________________
Date of birth: __________________________________
Address (if different than your address):

_____________________________________________
Cell number: __________________________________
Home number: ________________________________
Work number: _________________________________
	Parent/legal guardian 2: _______________________
Relationship to you: _____________________________
Date of birth: __________________________________
Address (if different than your address):

_____________________________________________
Cell number: __________________________________
Home number: ________________________________
Work number: _________________________________

	With whom do you live? (names and ages)

	Home #2 (if you have two homes):



	Who should I contact for scheduling purposes and on what phone number? 

	Email address (optional):

	Medical

· Name and phone number of your family doctor: ________________________________________________
· Any illness/health condition or diagnosis received that you feel is important for me to know about?

_______________________________________________________________________________________
_______________________________________________________________________________________

· Current medication(s): ____________________________________________________________________
· Have you ever been hospitalized for a mental health-related concern? If so, when and what was the reason?
_______________________________________________________________________________________

	Emergency contact name and phone number: ___________________________________________________

Relationship to you: _____________________________________________________________________________

	How did you first learn about my services?  ☐ Found my business card at: ____________________________
☐ Psychology Today     ☐ My website     ☐ Referred by: ________________________________________________
☐ Other: _____________________________________________________________________________________

	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


