Dr. Tatiana Brennan

Senior Counselling Psychologist &
Psychotherapist 
C.Psychol.Ps.S.I., APPI, HCPC
CLIENT DETAILS FORM
(Please print answers)

Date of First Session: _______________________________
Referred by: ________________________________________________________________________________

PERSONAL INFORMATION

Name: _________________________________________ Date of Birth: _________________ Age: __________

Address: ___________________________________________________________________________________

Home Phone: _____________________________________ Mobile Phone: _____________________________

Email: _____________________________________________________________________________________

Next of Kin: _______________________________________ Next of Kin contact number: __________________

Marital Status: 
Single ____

Married ____

Separated ____
     
Divorced ____



Widowed ____

Remarried ____
   
 Partnership ____ 
Other ____

Children: YES ____  
NO ____ If ‘yes’, please give names and dates of birth (ages)

Name:________________ DOB:__________ Age:____ Name:________________ DOB:___________ Age:____

Name:________________ DOB:__________ Age:____ Name:________________ DOB:___________ Age:____

Name:________________ DOB:__________ Age:____ Name:________________ DOB:___________ Age:____

HEALTH INFORMATION

GP Name: _________________________________________________________________________________

GP Address: _______________________________________________________________________________

Have you ever attended a Psychiatrist/Psychologist/Psychotherapist/Counsellor or other mental health professional? If ‘yes’, please describe briefly the reasons for the visits, your experience of the process and outcome. ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

If you have taken or if you are currently on medication, name of medication: __________________________________________________________________________________________

I hereby consent to undertake individual therapy/counselling

Client Signature: _________________________________________    Date: _________________________
IPMED


93, Lower George’s Street


Dun Laoghaire


Co. Dublin


Mobile: 0862460908


Email: � HYPERLINK "mailto:drtatianabrennan@gmail.com" �drtatianabrennan@gmail.com�


www.drtatianabrennan.com








