Paige of Hope                                                                            Date: ____ / ____ / ______
1. Client Information
· Full Name: __________________________________________________ Date of Birth: ____ / ____ / _______
· Name of Legal Guardian  ☐ Parent ☐ __________________________________________________________
· Medical: ___________________________________________________________________________________
___________________________________________________________________________________________
· Gender:   Male ☐    Female ☐ 
· Phone Number: _____________________________________________________________________________
· Email Address: ______________________________________________________________________________
· Address: ___________________________________________________________________________________
2. Emergency Contact
· Name: _____________________________________________________________________________________
· Relationship: _______________________________________________________________________________
· Phone Number: _____________________________________________________________________________
3. Service Needs
· [bookmark: _Hlk225758405]Reason for Seeking Services: __________________________________________________________________
· Programs/Services Interested In: ______________________________________________________________
☐ Educational 
☐ Accessing Services 
☐ Medical 
☐ Counseling
☐ Other: __________________________________________________________________________________
4. Consent & Privacy
I understand that the information provided will be kept confidential and used solely for the purpose of determining eligibility and providing services.

Signature: __________________________________________     Date: ____ / ____ / ______
Printed Name: _______________________________________  
                             Client ☐ Legal Guardian ☐
