
BLISSFUL MARRIAGE & FAMILY THERAPY[image: ]
Therapy


Dr. Adrianne Bliss-Williams, MA, LMFT, LAADC, Psy.D.
Licensed Marriage and Family Therapist, M.F.T. #94903
319 Birch Street; P.O. Box 1253 Westwood, CA 96137Blissful

(530) 237-4343, Email: dr.blisswilliams@gmail.com 
Virtual Office: https://doxy.me/drblisswilliams 
website: www.blissfultherapy.org 		

CLIENT DEMOGRAPHICS
Name: ________________________________ Date of Birth: ____________________
By adding the following information, you are agreeing that Dr. Adrianne can contact you by mail, phone or email.
Address: _______________________________________________________________
Phone: ___________________________       alt: _______________________________
Okay to leave message on phone: [ ] Yes  [ ] No  Text okay: [ ] Yes  [ ] No
Email Address: _________________________________________________________
Emergency Contact: _________________________ Phone: _____________________
How do you prefer to be contacted: Phone [ ]  Text [ ]  Email [ ] Regular mail [ ]
Gender: Woman [ ]  Man [ ] Transgender [ ] Transwomen [ ] Gender Nonconforming [ ]
Other: __________________________
Orientation: Straight [ ] Gay [ ] Lesbian [ ] Bisexual [ ] Asexual [ ] Queer [ ] Pan [ ] Questioning [ ] Other: _________________________________________
What type of services are you currently seeking? 
Individual [ ] Marital/Couples [ ] Family [ ] Group [ ] Other: ______________________
Goals of Treatment: What compelled you to seek therapy at this time?
_______________________________________________________________________________________________________________________________________________________________________________________________________________________
Sources of Income: 
Employment [ ] Unemployment [ ] Spouse/Significant other [ ] Social Security [ ] Short term disability [ ] Other: ___________________________________________________
Method of Payment:
Cash [ ] Check [ ] EAP [ ] Insurance [ ] Other: _________________________________
Name of Insurance: ______________________________________________________
Policy Number: _________________________________________________________
Group Number: _________________________________________________________
Subscribers Name: ______________________ Subscribers DOB: ________________

_______________________________________  _______________________________
Client Signature					Date Signed
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