
From the Counseling Office of

Tracy W. Thomas, LPC

301 N. Alamo • Marshall, TX • 75670
Cell: (903) 407-9701   
NEW CLIENT INFORMATION SHEET 
This questionnaire is designed to assist me with your care. Please feel free to discuss any of these questions in your sessions. As with all other information, this is CONFIDENTIAL.
DATE: _______________

REFERRAL SOURCE:_______________________________________
NAME OF CLIENT: __________________________________________  DOB: _____________  AGE:_______

ADDRESS: _______________________________  CITY: _________________  STATE: ____  ZIP: _________

IF A MINOR, NAME OF PARENT/LEGAL GUARDIAN:___________________________________________
RELATIONSHIP: _________________________________________________________ DOB: _____________  
SCHOOL: ______________________________________________________________  GRADE: ___________

CLIENT PHONE: (H) _____________________ (C) _____________________ (W) _______________________
OCCUPATION: __________________________________ EMPLOYER: _______________________________

EMPLOYER’S ADDRESS: ____________________________________________________________________

NAME OF SPOUSE (if applicable): ____________________________________________  DOB: _____________  
PHONE #: (H) ______________________  (C) ________________________  (W) _______________________

OCCUPATION: ________________________________ EMPLOYER: _________________________________

EMPLOYER’S ADDRESS: ____________________________________________________________________

EMERGENCY CONTACT:____________________________________________________________________
RELATIONSHIP TO CLIENT:_________________________________PHONE #:________________________
(By providing the emergency contact’s name & number, you are giving the provider, Tracy W. Thomas, LPC,

consent to contact the individual in case of an emergency).
PERSONAL PHYSICIAN:____________________________________ PHONE #:________________________

PSYCHIATRIST:____________________________________________PHONE#:________________________

PREVIOUS COUNSELOR:____________________________________

CURRENT MEDICATIONS:___________________________________________________________________

MEDICAL PROBLEMS:______________________________________________________________________
Please describe the issues that have brought you to counseling and what you would like to achieve:________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________








_____________________________________

         Signature of Parent/Guardian (Date)
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