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[bookmark: _GoBack]Client Information Sheet

Client Name____________________________________________DOB___________________________
Client phone __________________________________________________________________________
Gender:  M    F   Ethnicity_____________________Email_______________________________________ 
Address______________________________________________________________________________
Social Security Number (for benefit or co-pay inquiry)_________________________________________
Parent/Guardian #1______________________________________phone__________________________
Parent/Guardian #2______________________________________phone__________________________
Who referred you to this office? __________________________________________________________
Insurance Provider(s)____________________________________________________________________
Phone Number on Insurance Card_________________________________________________________
ID # ________________________________________________Group #___________________________
Emergency Contact Information:
Relationship_______________________________________________
Name_______________________________________________Phone____________________________
Presenting Problem (What are you looking for help with?) _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Prior Psychological Treatment (Provider name and approximate treatment dates)
__________________________________________________________________________________________________________________________________________________________________________
* All Information must be filled out completely to inquire about a co-pay amount or pre-authorization for treatment. I understand that I am responsible to gather information directly from my insurance carrier on the details of my benefits and the provider is not responsible for the accuracy of information provided as a professional courtesy. 
__________________________________________________________
Signature    
Medical Health
Please list all current medications. Include dosage and approximately how long you have been taking the medication.







Please list medical illnesses and any medical hospitalizations in the last 2 years.




Mental Health
Please list any previous psychiatric hospitalizations. Include length of hospitalization and approximate dates.





Please list any initial goals you have for starting psychotherapy. 
