
 
Bloom Counselling & Consulting Client Intake 

 
 
 
 
First Name:   _________________________  Last Name:  __________________________ 
 
 
Preferred Name: _________________________  Pronouns: __________________________ 
 
 
Address: ________________________________________________________________________ 
 
         
City:                   Province:                       Postal Code:  _______________        
 
 
Cell Phone: _______            Can we leave a message?   Yes    No 
 
 
Work/Home Phone:  ______________________ Can we leave a message?   Yes    No 
 
 
Email:  ___________________________________ Contact via email OK?      Yes    No 
 
 
Age: ______________   Birthdate: ________________________________   
 
 
Person to alert in the event of medical emergency:           
 
 
Relationship to you: _____________________________   Phone:        
 
 
Family Doctor:  _________________________________   Phone:       
 
 
Current meds: ________________________________  Allergies: ____________________ 
 
  ________________________________    ____________________ 
 
  ________________________________    ____________________ 
 
  ________________________________    ____________________ 


