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CLIENT INFORMATION

CLIENT INFORMATION: 
Name of Primary Client: ____________________________________			DOB: ______________________   
Home Phone: ___________________    	Ok to leave message?	 Y  N 
Cell: _______________________ 		Ok to leave message?	 Y   N  	 	Ok to text?             Y   N            
Address:_____________________________________ City___________________________	Zip _________________
Employer: ________________________________ or    School _________________________________________________	
Job Title: ________________________________   or    Grade: _________________PrimaryTeacher: __________________
Primary Care Physician: ___________________________    Psychiatrist: _________________________________________ 	
Please list all current Medication(s): ____________________________________________________________________________________________________
____________________________________________________________________________________________________
PERSON FINANCIALLY RESPONSIBLE FOR THIS VISIT:
Name:  __________________________________	DOB: _____________________	SSN:________________________
Address:______________________________________________________________	Phone:_______________________
**********************************************IF UNDER 18, PLEASE COMPLETE******************************************************* 
Name of primary parent/guardian: _______________________ Name of parent/guardian:________________________
Address: ____________________________________	 Address: _____________________________________
Phone: _________________				 Phone: ______________________
Who does the child reside with? __________________________________________________________________________
If applicable, please describe custody arrangements: __________________________________________________________
*******************************************************INSURANCE ONLY*****************************************************************
Primary Plan Name __________________________
Name of Subscriber: __________________________ 	DOB: ____________  	SSN: _______________________ 
Phone Number of subscriber: ___________________		Employer of subscriber: ______________________________
Address of Subscriber: __________________________________________________________________________________
Secondary Plan Name ________________________
Name of Subscriber: __________________________		DOB: ____________  	SSN: _______________________
 Phone Number of Subscriber: ______________________	Employer of Subscriber: ______________________________
Address of Subscriber: __________________________________________________________________________________

***************************

EMERGENCY CONTACT INFORMATION – this is someone that I would contact only in an emergency:
Name:_______________________________________________	Relationship:________________________________
Address: _____________________________________________	Telephone: _________________________________	

Briefly summarize current symptoms/issues (onset, duration, intensity) and/or what brings you to therapy today: ____________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
 
How did you learn of my practice? _______________________________________________________________
