Personal Information:

Name ________________________________________ Date of Birth _________________Pronouns ______________________

Important Identities _______________________________________________________________________________________

Address__________________________________________________________________________________________________

Email address_________________________   I consent to receive emails about appointments and scheduling ______ Initials

Primary Telephone ___________________________    	Cell    	Landline

Alternate Telephone__________________________  	Cell    	Landline

Referral Source: ___________________________________________________________

Education:  Highest level of education completed: Elementary  Middle  High School   Associates   Tech   Bachelors   Masters  PhD  MD  DDS  JD   DVM   Other

Relationship Status:  Single  Partnered  Married   Divorced   Remarried   Separated  Widowed

Work Information: Job Title or Student ________________________________________ Employer or School________________

Family Information: (For minor child, give names of parents. If you are married or partnered, please provide partner’s name).

Client Information Form
Yelk Counseling, LLC 
2916 Marketplace Dr, Suite 106, Fitchburg, WI 53719



Name ___________________________________________ 

Gender ______________________

Relationship ______________________________________

Address _________________________________________

City ___________________ State ________ Zip _________

Date of Birth _____________

Phone number ____________________________________

Employer ________________________________________



Name ___________________________________________ 

Gender _________________________

Relationship ______________________________________

Address _________________________________________

City ___________________ State ________ Zip _________

Date of Birth _____________

Phone number ___________________________________

Employer _______________________________________




Responsible Party: Clients 18 years and older are responsible for payment unless a parent or legal guardian has consented to payment


Who is responsible for payment?	Self   Spouse   Parent   Guardian   Other _______________________

Name ______________________________________ Birth date _______________ Sex (as legally designated) M  F  Other ______

Address _________________________________ City ______________________  Zip ________________

Primary Phone ___________________________________ Alternate Phone ____________________________________



Do you take any medication? If so, please list name, dose and prescriber: _____________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________
	








