Veronica Gulezian Phone: 708-260-6776
eronica Lulezia Email: veronica@vkgcounseling.com

MA, LCPC’ CADC Website: www.vkgcounseling.com

CLIENT REGISTRATION
Client’s Name: Today’s Date:
Client’s Birthdate (mm/dd/yyyy):
Address: City: Zip:

May | mail statements or other information to your home, if necessary? (Circle:) Yes No

Preferred Phone Number: (Circle:) Cell Home Work

Okay to leave voicemail at this number? (Circle:) Yes No
Okay to identify myself by name only if someone else answers? (Circle:) Yes No

May | send texts to this number? (Circle:) Yes No

Alternative Phone Number (if applicable): (Circle:) Cell Home Work

Okay to leave voicemail at this number? (Circle:) Yes No
Okay to identify myself by name only if someone else answers? (Circle:) Yes No

May | send texts to this number? (Circle:) Yes No

Email: May | send emails to this address? (Circle:) Yes No

Do you wish to receive appointment reminders at this email? (Circle:) Yes No

In Case of Emergency, Whom Should | Notify?

Primary Contact Name: Relationship:

Primary Contact Phone:

Secondary Contact Name: Relationship:

Secondary Contact Phone:

| (print name), , give Veronica Gulezian permission to contact the individuals above in

the event of an emergency.  Signature: Date (mm/dd/yyyy):

Do you give permission for mental health information to be disclosed to your Primary Care Provider?* Yes No

*This question is asked for records purposes. The therapist will contact a client’s PCP if it becomes medically necessary as sessions progress.

If yes, please provide name and all requested contact info for PCP: Name:

Practice Address: City: Zip:

Phone Number: Email: Thank you!




