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Hope for Shattered Hearts Pastoral Counseling 
Acworth, GA 

Phone (470) 270-9268 
pjwhalen@patriciawhalen.com 

http://patriciawhalen.com/ 
 

 
 CLIENT INFORMATION FORM (Please print clearly and answer ALL questions) 

 
Client’s Name: _________________________________________  DOB: __________ M___ F___  
 
Spouse or Significant Other:  
______________________________________________________ DOB: __________  M___ F___ 
 
Permission to mail: Permission to call/leave message:  
 
Address: ________________________________________________________________ Y___ N___ 
City/State/ _______________________________ Cell Phone: ________________ Y___ N___ 
Zip:_____________________________________ Home Phone: ______________ Y___ N___ 
Email:__________________________________________________________________  Y___ N___ 
Marital Status:      Single _____  Married _____   Divorced _____    Separated ____ Widowed_____ 
 
What are the relationships and ages of the persons who live in the house with you? How well does 
everyone get along with each other? 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
 
Referral Source: 
_____________________________________________________________________________________ 
 
Do you have children, minor or adult? What are their ages and genders? 
_____________________________________________________________________________________ 
 
Briefly describe the reason(s) for seeking help: 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
 
Religious/Faith/Spiritual Belief System: 
_____________________________________________________________________________________ 
 
Have you ever received pastoral counseling /professional counseling in the past?     If so, what was the 
reason: 
_____________________________________________________________________________________ 
 
What is your profession? 
_____________________________________________________________________________________ 
 
Any Medical Problems: 
_____________________________________________________________________________________
_______________________________________________________  (attack a separate sheet, if needed) 
 
Medications: ____________________________________________ (attach a separate sheet, if needed)  
 
By signing below, I acknowledge that I am responsible for payment due on the date of service. 

 (electronic signature is accepted) 
 
______________________________________________        ________________  
Authorized Signature           Date 
 


