
Today’s Date: ___________________ 

Minor’s Name: ______________________________________   Minor’s Age: ________________

Parents’ Names: ________________________________________________________________ 

Biological Parents are (Circle one): Married   Separated   Divorced   Other__________________

Minor’s Home Address: __________________________________________________________ 

______________________________________________________________________________

Minor’s Home Phone: _________________________Minor’s Cell Phone: __________________ 

Family Emails: _________________________________________________________________ 

Parent’s Address: (If different from minor) ___________________________________________

_____________________________________________________________________________

Parent’s Home Phone: (If different from minor) _______________________________________ 

Parent’s Business Phone: (Specify which parent) ______________________________________

Parent’s Cell Phone: (Specify which parent) __________________________________________

Reason for Referral: _____________________________________________________________

______________________________________________________________________________

Referral Source: ________________________________________________________________ 

Any Current or Prior Medications: (Specify what medication is for and duration of prescription.) 

______________________________________________________________________________

May we mail information to your home address? Yes/No 

May we send Text Messages to the Cell Phone’s Listed? Yes/No

CLIENT INFORMATION (MINOR)

Cybil Streett, M.A. - Licensed Marriage and Family Therapist LMFT124858
205 Avenida Del Mar #1355, San Clemente, CA, 92674

949.441.0832


