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CLIENT INFORMATION SHEET
[bookmark: _GoBack]Client’s Demographic Information:                   DATE:  _________________________________________
Client’s Name: _______________________________________________ Gender:  _______M _______F 
DOB: ____________________   Age: ___________ SSN:  ______________________________________
Address: _____________________________________________________________________________ 
City: ________________________________________ State: __________ Zip: ______________ 
Phone Contact: (H) _____________________ (C) _____________________ (W) ____________________ 
Email:  ___________________________________________________________________________
Place of Employment: ___________________________________________________________________ 
Employer’s Address: ____________________________________________________________________ 
City: ________________________________________ State: __________ Zip: _____________ 
Emergency Contact:  MUST LIST ONE. Please sign below giving permission to call incase of an Emergency: 
Signature(s) _______________________________________________________Date: ___________________

Name: ______________________________________________________ Gender:  _______M _______F 
DOB: ____________________   Age: ___________ Relationship to Client:  _________________________
Address: _____________________________________________________________________________ 
City: ________________________________________ State: __________ Zip: ______________ 
Phone Contact: (H) _____________________ (C) ____________________ (W) _____________________ 
Insurance Information: 
Company Name: _______________________________________________________________________ 
Identification #: ____________________________________ Group/Policy #: ______________________ 
Subscriber: __________________________________ Relationship to Client: ______________________ 
Subscriber’s Employer’s Name: ______________________Subscriber’s Date of Birth: ________________ 
Insurance Mailing Address (for Mental Health Providers): 
Address:  __________________________________________
City: _______________________________ State: __________ Zip (9 digits): _______________ 
Insurance Provider Services Phone #:________________ _____________________________________ 
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