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CLIENT REGISTRATION FORM

COMFIDENTIAL | PERSONAL | IMPORTANT

Thank you for choosing Phoenix Health Psychotherapy. This form helps us understand your needs and ensure we can
provide safe, effective and personalised care.

1. PERSONAL DETAILS 5. MENTAL HEALTH HISTORY

Full name: Date of birth f ! Have you accessed counsedling or prychotherapy befors? qgcs O ﬁ
(P e Gender (optional): If yes, please provide details (when, type, helpful?):
Address:
Sulbviarky: State Posteode:

Have you ever been diagnosed withamental — [] Yes [ Mo [[] Unsure
Phone: health condition? f [
Preferred method of contact, ] Phone  [] Email (] SMS If ves, please provide details:
Cocupation:

Emergency contact (name):

Emergency contact phone:

6. SAFETY AND WELLBEING

2, REFERRAL INFORMATIONM (if applicable)

Have you ever experienced thoughts of harming yourseli?
How did you hear about Phoenik Health Psychotherapy? j&s T“Q Df“ currently
OGP [ Specialist ] Previousclient [_] Oniline search [ Friend/family [_] Other:

R[‘ring [:Lm.-"i'-tai:pmﬁ:ssmnaif applicahd: [

Practice name:

Have you ever attempled to harm yourself? dYes [MNo

Arl i cwrrent] ¢ risk of harm from athers? [JYes [JNo

Fhone: Email: IF wou answerad vas' to any of the above, we will discuss this in more detal
o ensune appropriate support and safety planning.

3. PRESENTING CONCERNS
What brings you to therapy at this time? 7. ACCESSIBILITY AND ADDITIONAL NEEDS

Do you have any accessibility, cultural, language or other [J¥es [IMo
needs we should be aware of?

Please select any areas that are relevant (you may sebect more than one); If yes, please provide details: |
[] Medical/health anxiety [] Identity, sefl-estearm or confidence
|_T Piannmis and adjustment |:[ Telationship or couple concerns
Treatrment and racowery Stress, anmiety or low mood
E: hanges in physical health Lifie transitions 8. ACKNOWLEDGEMENT
dl bhangﬂ; in sexual functioning (eg. E0) her: | candinm that the inforrnation provided i true and coract 1o the best af my knowdedpe.

| unclerstand that this inforration is confidential and will be vsed only for the purpose
of providing appropeiate cane,

4MLELEVANT MEDICAL INFORMATIERN

Dhr o huarve ary curnent medscal conditions or are you recehing treatrent? O m O r

Signature: Date: i
If yes, please provide details:

Are you currently taking any medication (including for mental health)? [ T"‘ O r_

If yis, please list: W
HIS IMPORTANT STEP

Are you under the cane of any health professionals (e.g. GP. specialist, [ Yes [Jno FOR TAKING

phrysiatherapst, urdkgiir)? m f
If yes, please provide details:

Catherine Reynolds
Psychotherapist | P

EEy catherinereyms hoenikheatthpsychotherapy.com
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