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Confidential Demographics

Client Name (printed) ____________________________________      Date:  _________

Address: _________________________________________ County_________________

City: _______________________ State: _________ Zip: ____________  

Maiden Name: _______________________ Birth Date: ____________ Age: ______

Social Security #: ____________________ E-mail: ________________________

Phone: Home ______________ Work _______________ Cell ________________

Referred by: ___________________________ Relationship: ______________________



Person to contact in case of an emergency: _____________________________________

Relationship: ________________ 

Phone: Home ________________ Work _______________ Cell ___________________



What is your most important reason for counseling at this time? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What is your primary hope from the counseling services you receive? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



Insurance Company: ________________
Member Name: ______________________
Claims Address: ___________________
Member ID: _________________________
Address Line 2: ____________________
Member DOB: _______________________
City, State, Zip: ____________________
Group #: ____________________________

Telephone: ________________________
Relationship to Member ________________


Please bring your insurance card and a photo ID to your first appointment
CONFIDENTIAL
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