William Hambleton Bishop, MA, LPC
(303) 718 7292

www.whbtherapy.com

Client Information

Name: _________________________________  Referred by: ______________________ Date:___________

Address: ___________________________________________Email: ________________________________

Phone (circle the best #):  Home: ________________Work: _________________ Cell: _______________ 

OK to call you at all given numbers? ___ Yes  ___ No           May I thank referral source?  ____ Yes ____ No

Date of Birth: ______________    

Couple’s Therapy

Partner’s Name:  _________________________  Address: ________________________________________

Phone:  Home: _____________________ Work: ____________________ Cell: ________________________

Email: ____________________________________OK to call you at all given numbers?  ____ Yes  ____ No

Date of Birth: ________________    

Family Therapy

List all the family members who live in your home:  

Name:  _________________________________________  DOB: __________________________________

Name:  _________________________________________  DOB: __________________________________

Name:  _________________________________________  DOB: __________________________________

Name: _________________________________________   DOB: __________________________________

Name: _________________________________________   DOB: __________________________________

Name: _________________________________________   DOB: __________________________________

