CLIENT INFORMATION
Name: ______________________________ Date:  _________________  

Age _______   Place of Birth_______________________
DOB _____/_____/_____   


Driver’s License #_________________ State______ 

Address ___________________________City _______________________Zip_________ 
Cell Phone    (____) ___________________  Home Phone (____) ___________________

Work Phone  (____) ___________________

Is it ok to call you at each of these numbers? __________________________________

Best times to reach you:___________________________________________________​_

E-mail:________________________________   (used only for appointments or communication we have discussed in advance). 
Employer:___​​​​_______________________________________  

Employer Address: _______________________________________________________

Position/Title:_______________________
Work Hours _________________________

Emergency Contact:___________________ Phone: (____) ______________________

Relationship to You:________________________

Insurance Information:

Insurance Company________________________
Phone #______________________
Subscriber Name ______________________ Subscriber DOB___________________

Subscriber ID#_______________________  Relationship to Subscriber ___________

Subscriber’s Employer Name ______________________________________________

Group #______________
Plan Name______________________________________

Authorization # (if applicable) _______________________ Co-pay_______________

Max. Sessions per Calendar Year _____

Behavioral Health Deductible _________  Amount of Deductible met so far _________
Secondary Insurance Information (if applicable):

Insurance Company_____________________
Phone #____________________

Subscriber Name_________________________      ID#_______________________ 
Group #______________
Authorization # (if pre-authorized) _______________

Co-pay _____________________  Max. Sessions/ Year________________________
Behavioral Health Deductible _________  Amount of Deductible met so far______

