Southeast Missouri Suicide
Prevention Inc.

Counseling Application

Applicant Information

Full Name: Date:
Last First M.I.
Address:
Street Address Apartment/Unit #
City State ZIP Code
Phone: Email
Date Available: Social Security No.:
o YES NO If Yes, Name and Policy #
Do you have medical insurance? O O
Have you ever received benefits from YES NO
SEMO SP? | | If yes, when?

Company: Phone:
Address: Supervisor:
Job Title: Annual Salary:$

Responsibilities:

Military Service

Branch: From: To:

Rank at Discharge:

Disclaimer and Signature

| certify that my answers are true and complete to the best of my knowledge.

If this application leads to acceptance, | understand that false or misleading information in my application or
interview may result in my release of services, | understand that if | miss 2 or more sessions it will result in release
of our services.

Signature: Date:




Please Give a brief explanation as to why you need to receive these counseling services.




