Sherry Latson, Ph.D.

Client Intake Data 
                                                                                                                                Date ______________

Name of  client (first, middle, last) ​​​​​​​​​​​​​________________________________________ Sex: ____________ 

Name of parent (if client is a child) ________________________________________________________
Address with city, state and zip: ___________________________________________________________

Home Phone: ________________ Work Phone: ________________ Cell phone: ____________________

Email address _________________________________________________________________________

Is it permissible to contact you by email or text for appointment reminders, etc.?   __________________

Client’s Date of Birth __________________  
Emergency Contact:_________________ Relationship:________________ Phone: __________________

Referred by: ________________________________

Insurance Information:   You do not need to fill out this section if the information is on the insurance card. 

 Name of Insured: _______________________Relationship _________________

Name of Insurance Co.._______________________ Group Number: _____________ Insurance # ____________    
Insured’s Date of Birth:______________  Insured’s Phone:____________________ 

Place of Employment ______________________  Occupation:__________________________________

Claim’s Mailing Address (city, state, zip)____________________________________________________ 

Insurance Authorization (if applicable): 

Number of visits authorized: ___________ Dated from __________ to _____________Copay:_________

Authorization Number: ________________  Date of first appointment: ______________________

Medical Information: Name of Primary Physician________________  May I contact the physician?____  
 Address and Phone: ____________________________________________________________________
Name of psychiatrist: __________________________ Contact Information_________________________
May I contact the psychiatrist? _____
Current medications: 

Name:                         Dosage                        Times per day
I understand that if I am unable to keep an appointment, I will advise the office at least 24 hours in advance or I may be charged the usual fee. I authorize the release of any medical or other information necessary to process insurance claims, and authorize payment of insurance benefits directly to Dr. Latson. I will be responsible for any expenses not covered by insurance.. In the event that my account becomes past due, I understand that interest and collection charges may be added to my balance. 

  . Signature_____________________________________________________Date:________________________________
