
 
Flores Center for Family Counseling 
 

 

REQUEST FOR PSYCHOTHERAPY 

Reason for Seeking Services       Date _______________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

Type of Therapy     _____ Individual   _____Child/Adolescent   _____Couples   _____Family   

CLIENT DATA 

Client Name (s) _______________________________________________________________ 

Parent/Guardian ______________________________________________________________ 

Age ____  DOB  ________Male/Female  Marital Status  Single  Married  Separated  Divorced Widow 

Address _______________________   Apt ____   City  __________________ CA  Zip ________ 

Home Phone #  _____________________               Work Phone # ________________________ 

Cell Phone # _______________________                 Other Phone # _______________________ 

E-mail  ____________________________  

May we leave a message  Home    Yes/No Work     Yes/No Cell     Yes/No 

FINANCIAL 

Employment – Place of Employment and Position 

Client ________________________________ Income __________________Gross mthly 

Spouse/Partner ___________________________ Income __________________Gross mthly 

        Total Income _______________________ 

REFFERAL SOURCE  

Name _________________________  Organization ______________________________ 

 

A Supportive & Caring Environment thru Counseling 


