Kathleen Connell PCC LLC
6827 N. High Street, Suite 232   

Worthington, OH  43085   (614) 551-3272

www.kathleenconnelltherapist.com
Intake information:


Last Name                                                                First Name                                                    

________________________________________________________________________

Home Address                   

________________________________________________________________________

     Street                                                          City                           State            Zip    
Home phone number                      cell number                        work number
________________________________________________________________________
Marital status (circle one)         Single          Married          Other

Birth date                                       Age                                      
________________________________________________________________________
In case of emergency:
Name of local friend or relative 
________________________________________________________________________                                                                                  

Relationship to client                    Home phone number          Work phone number
________________________________________________________________________
PLEASE READ THE FOLLOWING CAREFULLY
I hereby consent to treatment by specified provider.  Although the chances for obtaining my goals for therapy will best be met by adhering to therapeutic suggestions, I understand that I have a right to discontinue or refuse treatment at any time.

I understand that I am responsible for full fee payment at the time of each appointment.

X   _____________________________________________________________________

      Client signature                                                                       Date
