
 20 N Front St Box 28
 Bally, PA 19503
 Solsticetherapy@outlook.com
 www.solstice-therapy.org
 267-461-8831

Patient Information

Name: ______________________________________________________ Date of Birth :_____/_______/_______

Address:______________________________________________________________________________

City: ___________________________________  State: _____________ Zip Code: ________________

Contact #: _____________________________________ Email: __________________________________________

Emergency Contact Name & #: _______________________________________________________

Reason For Seeking Counseling: ______________________________________________________

Additional Information:

____________________________________________________________________________________________

____________________________________________________________________________________________

Client Signature: _____________________________________________________Date: ________________

Parent/Guardian: ____________________________________________________Date: ________________

Important: This transmission and any attachments are confidential and privileged information including PHI which is protected by Federal and State
privacy laws and is intended for the person(s) above.   If you are not the intended recipient please be advised you are not to review, duplicate or distribute

this message and or its contents. If you received this in error, please notify the sender via email and destroy all copies of the original message. 
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