
Child Intake Information

Please provide the following information about your child:

Name: ___________________________ ___________________________

(Last) (First)

Date of Birth: ___ / ___ / ______

Address: ______________________________________________________________

Legal Guardian(s):

1. Name: ___________________________ ___________________________

(Last) (First)

Phone: _________________ Okay to leave a message? Yes No

2. Name: ___________________________ ___________________________

(Last) (First)

Phone: _________________ Okay to leave a message? Yes No

What school does your child attend? _________________________________________

Date of your child's last doctor’s visit (Month / Year): ________ / ________

Kristel Olsen MEd, MS, LPC
1661 Hwy 99 N #203 G
Ashland, OR 97520
(971) 412 - 5497

autismcounselingoregon.com
olsen@autismcounselingoregon.com


