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Client Information Form 
 

Please Print Clearly              THIS SHEET MUST BE FILLED IN COMPLETELY 

Client Information:   

Date___________________________  Social Security #________________________________________ 

First Name_________________________Last Name___________________________MI_____________ 

Address_________________________________City_________________State_____Zip _____________ 

Telephone (Cell)__________________(Home)__________________(Work) _______________________ 

Birthdate_____________Age________ Gender___F___M  

Contact Methods for confirming or cancelling appointments:   

Okay to leave a voicemail to cancel or confirm appointments?  YES  NO _______ initial here  

Insurance Information: 

Insurance company: _________________________________________ 

Policy #:__________________________________  Group #:____________________________________ 

Subsciber Name:______________________________ Relationship to Client:_______________________ 

Emergency Information:  In case of emergency, please contact: 

Name (1)___________________________Relationship_______________ Phone __________________ 

Name (2) ___________________________Relationship_______________ Phone___________________ 

Physician____________________________________Phone____________________________________ 

Address___________________________City__________State_________Zip______________________ 

Psychiatrist__________________________________Phone ____________________________________ 

Address___________________________City___________State________Zip______________________ 

Are you currently taking any medications: ____yes ____no (include vitamins or herbal supplements) 

Medication_______________________________________Dosage____________________________ 

Medication_______________________________________Dosage____________________________ 

Allergies__________________________________________________________________________ 



 

 

 

 

 


