Lindsay Cooper LAC, LCPC 
[bookmark: _GoBack]410 Central Avenue Suite 308
Great Falls, MT 59401
406-836-7494
Today’s Date:___________________
Client’s Name:______________________________________________________________________________
			Last 					First 					Middle 
Is this your legal name: [  ] Yes   [  ] No
If no, what is your legal name? ________________________________________________________________
					Last 				First 				Middle
Social Security Number: __________________________________________________________
Birth Date: _________________________ 	Age: _____________		Gender: [  ] Male	[  ] Female
Address: ____________________________________________________Zip Code:_______________________
Phone Number: _____________________________ Marital Status___________________________________
Occupation: _________________________________ Employer: _________________________
Insurance Information- Please bring your insurance card with you to verify.
Person Responsible for payment:_______________________________________________________________
					Last 				First 				Middle
Birth Date: _____________________________	Phone Number:_______________________
Address (if different): ________________________________________________________________________
Occupation: _______________________________ Employer: ___________________________
Employer Phone Number: ________________________________________________________
Is the client covered by insurance? [  ] Yes	[  ]  No 

Please indicate primary insurance:__________________________________________________
Insured’s Name: ____________________________________________________________________________
			Last 					First 					Middle
Insured’s Social Security Number:__________________________________________________
Birth Date:_____________________________________________________________________
Group Number:_________________________________	Policy Number:_____________________________
Co-payment: ___________________________________________________________________
Client’s relationship to insured: [  ] Self	[  ] Spouse 	[  ] Child	[  ] Other __________

Name of Secondary Insurance (if applicable):_________________________________________
Insured’s Name: ____________________________________________________________________________
			Last 					First 					Middle 
Group Number:_________________________________	Policy Number:_____________________________
Client’s relationship to insured: [  ] Self	[  ] Spouse 	[  ] Child	[  ] Other __________
In Case of Emergency
Name of a local friend or relative:__________________________________________________
Relationship to client:______________________________	Phone Number:_________________

The above information is true to the best of my knowledge, I authorize my insurance benefits be paid directly to Lindsay Cooper LAC, LCPC. I understand that I am financially responsible for any balance. I also authorize Lindsay Cooper LAC, LCPC to release any information required to process my claims. 

_______________________________________		______________________________
	Client/Guardian Signature 						Date 
