
LifeWay Counseling Center 
519 S. Carroll Blvd., Ste. 100  Denton, Texas 76201 
Phone: 940.382.0109  Fax: 940.382.0482 

      
Date: ____________ 

 
Client Information Form 

 
Client Name:__________________________________________________________________   

 Parent/Guardian’s Name (if client is less than 18 years of age): ____________________________ 
 
Address: ____________________________   City: _____________   State: ____   Zip: _______ 

Date of Birth: _____/_____/_____       Client Age: _____________  Gender: M  or  F   

School Grade (if applicable):_______________________________________________________ 

Home Phone: _________________ May we call you at home? _____Yes _____ No 

Cell Phone: ___________________ May we call your cell phone? _____ Yes _____ No 

Work Phone: _________________ May we call you at work? _____ Yes _____ No 

May we contact you via mail at the home address given above?   _____Yes  _____ No  

If you would like to be contacted by email instead please provide your email address: 

_____________________________________________________________________________ 

In case of emergency, please notify (include address & phone number): 
 
______________________________________________________________________________ 

Name/Contact Info. For Probation Officer:_________________________________________ 

Reason for referral: ______________________________________________________________ 

Spouse’s Name (if married): _______________________________________________________ 
 
Marital Status:     How Long? 
1.  ____ Single      ______ Years   ______ Months  
2.  ____ Engaged     ______ Years   ______ Months  
3.  ____ Married     ______ Years   ______ Months   
4.  ____ Separated     ______ Years   ______ Months  
5.  ____ Divorced     ______ Years   ______ Months  
6.  ____ Remarried     ______ Years   ______ Months  
7.  ____ Widowed     ______ Years   ______ Months 
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Employment Status: 
  

1. Employed full-time     2. Employed part-time 
3. Unemployed      4. Full-time homemaker 
5. Retired      6. Full-time student 
7. Part-time student     8. Other ______________________ 
 
Place of Employment: ______________________ Occupation: ______________________ 
  

Please List All Household Members 
Name:    Age:  D.O.B.   Relationship: 
______________________    _________ ____/____/____ _________________ 

______________________ _________ ____/____/____ _________________ 

______________________ _________ ____/____/____ _________________ 

______________________ _________ ____/____/____ _________________ 

______________________ _________ ____/____/____ _________________ 

______________________ _________ ____/____/____ _________________ 

Medical History 

 
Currently under Doctor’s care:  Yes No 

Doctors involved in your care/child’s care (use reverse side if necessary): ____________ 

_______________________________________________________________________ 

Health Problems (include allergies): __________________________________________ 

Medication currently used:  NONE 

Medication  Dosage  Prescribing Doctor Reason prescribed 

_______________ __________ ________________ _______________________ 

_______________ __________ ________________ _______________________ 

 
Past Hospitalizations: 
Date(s)   Reason(s)   Hospital 
_______________ ______________________ _____________________________ 

_______________ ______________________ _____________________________ 

Previous Counseling, Psychiatric Services or Chemical Dependency Services 
 

Counselor/Facility Name Date(s)  Reason(s)   Helpful? 

______________________ __________ ____________________ ___________ 

______________________ __________ ____________________ ___________ 
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Consent for Release of Information 
 

I _________________________________, hereby authorize and give permission for LIFEWAY 

COUNSELING CENTER to seek / release confidential information from / to 

______________________________________________________________________________

for the following purpose(s): 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

I understand that the exchange of this information is necessary for the treatment I am / my child 

is receiving.  I further understand that all information I authorize to be released will be held 

strictly confidential within the limits of the law and cannot be released further without my 

permission. 

 

I may at anytime in writing, request that this release of information be terminated.  Unless 

otherwise specified, this release of information will be in effect until (choose one option below): 

______ 90 days after last appointment   

______ 90 days from today     

______ Other time limit (specify below)   

______________________________________________________________________________ 

 

_________________________________________  ______________________________ 

Printed Name of Client or Parent / Guardian  Witness 

 

________________________________________  ______________________________ 

Signature       Signature 

 

________________________________________ 

Date  
 


