
CLIENT INFORMATION 

Name______________________________________________ DOB_____________________ Gender             M              F  

Home Address______________________________________ SS# ______________________ 

City______________________ State _______ Zip___________  

Relationship Status (circle one) Married        Single        Separated        Divorced         Widowed        Partnership 

Phone (cell 1) _______________________ (w)_______________________   

            (cell 2)_____________________    May we text message you? _________________   

         email _______________________________________________________________ 

Employed by___________________________________________________________________________________________________  

Job Title________________________________________________________ Time Employed with Company________________________ 

Do you have any medical conditions which might require emergency aid?  Yes No 

Name of your primary care physician ________________________________________________ Phone # __________________________ 

Please list serious medical conditions __________________________________________________________________________________ 

Name of emergency contact ___________________________________________ Phone #’s ______________________________________ 

May we contact this person in the case of an emergency? Yes No 

Please   the number at which you 
prefer to be contacted. 
 

 MEMBERS IN HOUSEHOLD (other than self) 
Name Relationship Age 

_______________________________________________________________________ 
_______________________________________________________________________ 
_______________________________________________________________________ 
_______________________________________________________________________ 
_______________________________________________________________________ 

REASON FOR SEEKING COUNSELING/EVALUATION? 
_______________________________________________________________________ 
_______________________________________________________________________ 

EAP 
of Louisiana, LLC 

S o l u t i o n s
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