CLIENT INFORMATION

Client Name: ______________________________________________                    D.O.B  ___/ ___/ ___

Address: _________________________________________________________
_____________________

                                                                                             


City          Zip code

Home Phone: __________________________  
Cell Phone: _______________________

Work Phone: __________________________
Email: ___________________________
If client is a minor, please include the names of parents or guardians as well as their addresses and phone numbers (if different from the information listed above).

Parent Name: _________________________________

Address: ______________________________________________________________________________









City 
Zip code

Home Phone: __________________________  
Cell Phone: _______________________


Work Phone: __________________________
Email: ___________________________
Parent Name: _________________________________

Address: ______________________________________________________________________________









City 
Zip code

Home Phone: __________________________  
Cell Phone: _______________________


Work Phone: __________________________
Email: ___________________________
If you are using your insurance, please provide the following information: 

Name of Insured Person: ____________________________             DOB: ________________________
Relationship to the client: __________________         

          
Name and Phone Number of the Insurance Company: _________________________________________

______________________________________________________________________________________

Policy #: ____________________________                               Group #: ___________________________

ID#: ________________________________

Employer Name and Address:   ____________________________________________________________
______________________________________________________________________________________









Please complete other side
Name of Emergency Contact: ______________________________ 

Phone #:_________________________  This person’s relation to you: _______________________
Is there someone who referred you to me?  If so, please list their name: _______________________

Have you ever been in therapy before?         Yes   
No

When and with whom? 

_________________________________________________________________________

 ________________________________________________________________________
Are you taking any medications?  

Yes   
No

If so, please list the medications and does?

__________________________________


__________________________________


__________________________________

Who is your primary care physician? 

__________________________________

Do you work with a psychiatrist?  

Yes
No

Who?

__________________________________

Have you been hospitalized for any reason?  Yes 
No


________________________________________________________________________

________________________________________________________________________
Primary reasons you are seeking therapy: ______________________________________________
 _______________________________________________________________________________
________________________________________________________________________________
For children: 

School: _____________________________
   Grade: ____________________________________
Teacher: ____________________________
   Social Worker: _____________________________

School phone #: ______________________
   School Fax #:  ______________________________
Pediatrician: _________________________
   Phone #: ___________________________________ 

