
Ariella Goodwine Fisher, M.S., LMFT 
Client Information 

Consultation 

Name:________________________________   Today’s Date: ___________________________

Date of Birth: ____________________  email: _______________________________________

Address: ______________________________________________________________________

City: ________________  State: _________  Zip Code:_________________________________

Phone:  cell: _______________________________ okay to leave a message?  yes ___  no___ 

home: _____________________________ okay to leave a message?  yes ___   no___ 

work: _____________________________  okay to leave a message?  yes ___  no___ 

Emergency Contact #1:_____________________________________________________ 

Relationship_______________________ Phone #: ____________________________________

Emergency Contact #2:_____________________________________________________ 

Relationship_______________________ Phone #: ____________________________________

Please describe the purpose of this consultation:
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