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JOHN GOLL, LMFT 

John Goll Counseling, Inc. 

www.JohnGollCounseling.com 

john@johngoll.com 

 

Name ____________________________Age ____  Date of Birth _________________ 

 Address __________________________________  Home Phone _________________ 

 City __________________ Zip ______________  Work Phone __________________ 

 E-mail____________________________________  Cell Phone ___________________ 

 Is it OK to leave phone messages? _____________          Please circle preferred phone number. 

 

Name _____________________________Age____  Date of Birth _________________ 

 Address __________________________________  Home Phone _________________ 

 City __________________ Zip ______________  Work Phone __________________ 

 E-mail ____________________________________  Cell Phone ___________________ 

Is it OK to leave phone messages? _____________          Please circle preferred phone number. 

 

Children ____________________ Age _____ __________________________Age ____ 

 ____________________________ Age _____ __________________________Age ____ 

____________________________ Age _____ __________________________Age ____ 

 

Who referred you to me? / How did you find me?   

____________________________________________________________________________ 

Reason for Seeking Counseling ___________________________________________________ 

Current / Previous Other Therapist(s) ______________________________________________   

Date(s) of Therapy _____________________________________________________________ 

 

I/we give permission to be contacted by mail, telephone, voice mail, email and/or text messages at the 

addresses and numbers given above.   
 

Signature(s):     ____________________________________________  Date:  _________________ 

         

                               ____________________________________________  Date:  _________________ 

http://www.johngollcounseling.com/
mailto:john@johngoll.com

