
INFORMATION FORM 
Myra Gasser, M. Ed. LPC 

Myragasser@bloomwithincounseling.com 
843-422-2041 

                  Date:___________

Name: _____________________________________________                

D.O.B_____________________________________

Address:___________________________________________________________________________________ 

Cell Number: ___________________________ Home: ____________________________________________

E-Mail:______________________________________________________________________________________       

Occupation: _____________________________Student:___________________________________________ 

Single or Married:_________________________

Emergency Contact:____________________  Relations___________________Tel.#_________________

Primary Physician:______________________________

Referral Source: _________________________

Have you had any therapy experiences before? __________________________________________

Are you currently working with another Professional?  __________________________________

Are you on any medication at this time? If so, please list___________________________________

What is your conception of the issues that you are seeking help for today?  

263 King Street. Charleston. SC 29401
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