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Client Registration 

 

Date:___________ 

Name:________________________________________________________________________ DOB:_____________  Age:_____________  

Address:____________________________________________________________________________________________________________ 

City:______________________________________________________________ State:____________________Zip:____________________ 

Primary Phone: (______)____________________  Can I leave messages/text on this phone?   

Secondary Phone: (______)__________________  Can I leave messages/text on this phone?   

E-mail:________________________________________________ May I email you?       

 

What is the best way to get a hold of you?_______________       What is the best time to get a hold of you? _______________ 

 

 

 

Emergency Contacts 

Emergency Contact:________________________________________________________Relationship:____________________________ 

Address:____________________________________________________________________________________________________________ 

City:____________________________________________________________ State:____________________ Zip:____________________ 

Primary Phone:(___________)___________________________         Secondary Phone:(___________)___________________________ 

In case of an emergency, I grant permission to contact my emergency contact?  □ Yes □ No                      

In case of an emergency, I grant permission to leave a message?  □ Yes □ No   

                                 

How did you hear about Hope in Healing Counseling and Wellness, LLC?______________________________________________ 

____________________________________________________________________________________________________________________  

 

Name of Person Referring: __________________________________________________________________________________________ 

□Physician     □Therapist     □Friend     □Relative     □Co-Worker     □Other________________________________________________ 

 

 

 

 

Client Signature: ________________________________________________________________________Date:______________________ 

 

Hope in Healing Counseling and Wellness, LLC 

Stacy Nunne, MA, LMFT, SEP, RN, PHN 

600 West 78th Street, Suites 10A-C                                                                                                       Mailing Address: PO Box 892 

Chanhassen, MN 55317                                                                                                                         Chanhassen, MN 55317 

Phone:  952-215-5208 • e-mail: info@hopeinhealing.org 

 
 

 

□ Yes □ No 

□ Yes □ No 

□ Yes □ No 

 

 


