
TRISH CLEARY, M.S., LCPC - MFT- ADC, CGP, LFAGPA 
 

INDIVIDUAL - COUPLE / FAMILY - GROUP PSYCHOTHERAPY - SUPERVISION & CONSULTING 
 

 Brief Intake Form 
 

 

Name: ____________________________________________________________________________________ 

 

Address: __________________________________________________________________________________ 

 

City:  _____________________________________________      State:  ______    Zip_____________________ 

 

Home Phone #:  ____________________________ Cell Phone #:  _________________________________ 

 

Email: ____________________________________________________________________________ _______  

 

Date of Birth: __________________ Age: ___________ Place of Birth: _________________________________ 

 

Work Position: _________________________________________  

 

Work Address:  _________________________________________  

 

Work Phone # _______________________ 

 

Work Email:  _______________________________________________________________________________  

 

 

My signature confirms that I have received and reviewed your policy statement:    

 

_____________________________________________________________ Date: ________________________ 

 


	TRISH CLEARY, M.S., LCPC - MFT- ADC, CGP, LFAGPA

