
 

Client Information 
 

  
Thank you for choosing the office of Meggan J. Watson, LCSW.  In order to serve you 

properly we require the following information. All information is considered confidential.  

Please print. 

 

Client Name: ________________________________________ Date: ___________________ 

Male: _____ Female: _____ SSN:__________________ Date of Birth: ___________________ 

Home Phone: ________________________________ Cell Phone: ______________________ 

Address:____________________________________________________________________ 

City: _______________________________________ State: _________ Zip: __________  

 

Circle Appropriate: Minor Single  Married  Divorced  Widowed  Separated              

 

Client’s or parent's Employer: 

_________________________________________________________  

Occupation: __________________________________  

Work Phone: _________________________  

Business address:_____________________________________________________________ 

City: ________________________________________ State: _________ Zip: __________ 

Spouse's or parent’s name: _________________________________________________ 

Employer: _________________________________ Work Phone:________________________ 

If the patient is a student, name of school/college: ___________________________________ 

Whom may we thank for referring you? 

__________________________________________________ 

 Person to contact in case of emergency: _____________________ Phone: ________________  

 

RESPONSIBLE PARTY  

 

Name of person responsible for this account: 

______________________________________________  

Relationship to patient: _____________________ Home phone: ________________________ 

Address: ____________________________________________________________________ 

City: ________________________________________ State: _________ Zip: __________ 

Driver's License #:_____________________________ Birth date: _______________________ 

Name of Credit Card: ___________________________________________________________ 

Credit Card #:_________________________________ Expiration date: __________________ 

Name on Card: ____________________________ Security # on back: __________________ 

Billing Address for Credit Card: _________________________________________________ 

 

Signature of Responsible Party: _________________________________________________ 
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