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Name

Address

City, State, ZIP
Cell phone ( )

E-mail
Date of Birth Age

Grade in School
Name of School

What bothers you about school?

What bothers you at home with your family?

What problems are you having with your friends?

What problems have you kept to yourself?

What do you like or not like about yourself?

Who do you talk to when something bothers you?

What's the main reason you're seeking therapy?

Thank you.
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