NEW CLIENT FORM
Robin Fine, MSW, LCSW, PLLC
Cameron Valley Psychotherapy and Counseling Associates
[bookmark: _GoBack]6845 Fairview Road
Charlotte, North Carolina  28210

Patient Information
	Name:  ______________________________________________________________________________
	Address:  ____________________________________________________________________________
	City:  _____________________________________   State:  __________   Zip Code:  _______________
	Cell Phone:  __________________   Work:  ____________________   Home Phone:  _______________
	Date of Birth:  _________   E-mail:  _______________________________________________________
	Marital Status:  Single ________	Married ________	Other ________	Gender ___________
	Employment status:  Employed _____   Full-time Student _____   Part-time Student _____  Other _____
	Employer or School Name:  _____________________________________________________________
	If child, list siblings’ names and ages here:  _________________________________________________


Primary Payor’s Information
	Patient’s Relationship to Payor:  Self ________   Spouse ________   Child ________   Other ________
	(If Patient Relationship to Payor is “self”, skip this section)	(If child, list both parents here)
	Father							Mother
	Name:  _________________________________	Name:  ___________________________________
	Address:  ________________________________	Address:  __________________________________
	City:  ________________________  State:  _____	City:  _________________________  State:  ______
	Zip:  _________  Phone:  ____________________	Zip:  _________  Phone:  _____________________
	Payor’s Date of Birth:  ____________________	Payor’s Social Security No.: __________________
	Payor’s Employer:  ___________________________________________________________________


In case of emergency, please notify:  ____________________________________________________________
	Phone number(s):  _____________________   Relationship: ___________________________________
	Primary Care Physician:  ________________________________________________________________
	Referred by:  _________________________________________________________________________


I hereby declare that all information supplied above is complete and accurate.  I understand that I am financially responsible for all charges incurred for services rendered to me by Robin Fine, MSW, LCSW, PLLC.  I understand that the full session charge is made for missed appointments not cancelled twenty-four (24) hours in advance.


__________________________________________			_________________________________
(Signature of Payor/Guardian)					(Today’s Date)

