
Cynthia Stewart, M.Ed., LPC, NCC 
Licensed Professional Counselor 

805 E 32nd Street, #101 
Austin, TX 78705 

(512) 658-5452 
 

CONFIDENTIAL CLIENT INFORMATION 
PLEASE TAKE A MOMENT TO READ THROUGH AND FILL OUT THE FOLLOWING: 

 
 Date:    
 
Name ________________________________________________________________________ 
 
Address     

 
City / State / Zip                                                                      May I contact you at this address?_____ 
 
Home Phone    Alternate Phone    
 
Occupation___________________________Employer   _________________________
 
Sex    Date of Birth   Age    Marital Status    
 
Ethnic Background     
 
Name(s) of previous therapist(s) and dates seen:   _________________________________________
 
    
 
Describe any health concerns:      
 
    
 
List drugs/medications you presently use:     
 
Referred by:    Phone   
 
Emergency Contact: I require that you give me contact information for a person I can contact in 
case of emergency and it is to your benefit to do so. This contact will only be used if I believe 
you or someone else is in immediate danger or if you become ill and unable to continue or depart 
therapy without assistance.   
Emergency Contact’s Name:_____________________________ Relationship:______________ 
Address: ______________________________________________________________________   
Phone Number: _____________________________ 
Please initial your agreement for me to contact the above named person under the above named 
conditions. ________ 
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Please describe briefly the concern(s) that bring you here:         
 
  
 
_________________________________________________________________________________ 
 
Please check any of the following items which concern you: 
 
   Self-esteem, self-confidence   Family conflicts or pressures 
   Anxiety, nervousness, fears   Friendship conflicts 
   Depression   Relationship/marital concerns 
   Sexual concerns   Shyness, being assertive 
   Angry, hostile feelings   Loneliness 
   Traumatic experience   Procrastination or motivation 
   Physical distress   Gay/Lesbian/Sexuality issues 
   Eating or appetite problems   Suicidal feelings or behaviors 
   Alcohol or drug problems   Stress 
   Sleep problems   Self-control 
   Parent-child problems   Health problems 
   Other:      Work or career concerns 
 
Please put a second check next to those that are of particular concern to you right now. 
 
 
Please list the members of your immediate family (include parents, siblings, spouse / partner, 
children, and all others in your home): 
 
 Name             Relationship             Age              Occupation               Education  
 
     
 
     
 
     
 
     
 
     
 
     
 
     


