
Patrick Sassoon, MS, LPC 
Individual, Couples and Family Counseling 

(720) 212-1222 - 75 S. Madison St. suite 202 – Denver – CO 80209 
patrick@sassooncounseling.com - www.sassooncounseling.com 

 
 

Client’s History 

 
All information on this form will be kept strictly confidential except where necessary by law. 

 
 

 

Contact Information 

Name:           Sex: M / F (circle one) 

Name of Guardian (if applicable): ____________________________________________________________________________ 

Address:          Cell Phone:   Home Phone:   

         DOB:    Place of Birth:     

Occupation:         Email:        

How did you find out about Patrick Sassoon?           

Marital Status: _______________________________Educational Level (highest level achieved):_________________________ 

 

Emergency Contacts  

1st Emergency Contact Name and Phone:           

Relationship to client:      Permission given by client to contact: Yes           No______ 

Client / Guardian signature: __________________________________________________________ Date: _________________ 

2nd Emergency Contact Name and Phone:           

Relationship to client:      Permission given by client to contact: Yes           No______ 

Client / Guardian signature: __________________________________________________________ Date: _________________ 

 

Insurance information 

Insurance Company Name: __________________________________________ Phone: ________________________________ 

Insurance Policy #: ____________________ Group/Plan #: ___________________ Policy Holder ID #: ___________________ 

 

History  

Are you currently receiving psychological / psychiatric treatment? Please describe: _____________________________________ 

________________________________________________________________________________________________________

Provider’s name and phone: _________________________________________________________________________________ 

Permission given by client to contact: Yes ______ No ______ Client Signature and Date:________________________________ 

List all medications that you are currently taking and the conditions they are for.  

             

              

Please describe the nature of your main problem(s):______________________________________________________________ 

________________________________________________________________________________________________________ 

             

              

________________________________________________________________________________________________________ 

________________________________________________________________________________________________________ 

How long has the problem(s) been going on, and with what frequency? ______________________________________________  

________________________________________________________________________________________________________ 

How does the problem(s) affect your life? ____________________________________________________________________ 

________________________________________________________________________________________________________ 

What do you hope to gain from Counseling?  

             

              


