Kristy Carroll RMFT

Individual & Relationship Therapy

(204) 299-2554
Client Information:  *to be completed by each person attending
Name: ______________________________  Preferred pronouns: __________
Address: ________________________________________________________
Phone: ____________________ (Leave message?) Y/N 

Preferred email (if applicable): _______________________________

Birth date (d/m/y): _____________________

Emergency Contact: _______________________________________

Physical and/or Mental health concerns:____________________________________________

____________________________________________________________________________

Medications you are taking:______________________________________________________

Extended health benefits provider (if applicable) _________________________________


What are  the changes most important to you right now?

What do you think will be required of you to create this change?

What parts of you may get in the way of making these changes? How? 
