
Ripple Effect Counselling & Psychotherapy 

 

REGISTRATION FORM 

 

Date: ____ / ____ / __________ 

 

First Name 

 
Surname 

 
Preferred Name 

 
Date of Birth 

 
How do you 
Identify yourself  

 

Your Address     
Email Address  
Mobile Number  
Can we SMS you Yes No Preferred Method of 

Contact 

o Email 
o Phone Call 
o SMS 

Home Phone 
Number (if needed) 

 

Work Phone 
Number (if needed) 

 

 

Emergency 
Contact Name  Relationship to 

you 

 

Contact Number  Can we tell them 
about your 
appointments 

Yes No 



Ripple Effect Counselling & Psychotherapy 

Address  
 

Next of Kin  Relationship to 
you 

 

Contact Number  Can we tell them 
about your 
appointments 

Yes No 

Address  
 

Your General 
Practitioner 

 

Contact Number  Can we tell them 
about you 

Yes No 

Practice Address  
 

Do you have any 
allergies? 
If yes, please 
specify. 

 Do you have any 
disabilities? 
If yes, please 
specify. 
 

 

Any medical 
conditions? 
If yes, please 
specify. 

  
  
  
  
  

 

 

 

Client Signature: ____________________________ 

 


