Sheila Silver, MA, DHS, ACS
921 SW Washington St. #460
Portland, OR 97205
(503) 327-8334
 
Professional Consultation Group Intake Form
Name:  ________________________________  Date:  ________________________

Address:  _____________________________________________________________

Email___________________________________________________________________

Telephone(s): _________________________(home)

__________________________ (cell)       ________________________(work)

Age:  ___________________   Relationship status:__________________________

Degrees: _____________________________________________________________

License or Certifications: ________________________________________________

Years in Practice:_________________

Emergency Contact: ________________________  Phone: _______________________

Referred by:  ____________________________________________________________

What is your primary interest in being in this group?​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​_____________________________

________________________________________________________________________

Group Day and Time: _____________________________________________________

I understand that I must pay the fee for the group when I register.  This is non refundable the month prior to the group starting. If I need to withdraw once the group has begun, I will not be refunded the cost of the group, but I may put my tuition towards another group in the future on a pro rated basis.

Signature: _______________________________________________________________

