Dena L. Shehab, Psy.D.

Licensed Clinical Psychologist

2311 NW Northrup Street, Suite 201, Portland, OR  97210
       (503) 709-8503


CLIENT INFORMATION FORM

CONTACT INFORMATION

Name 







Date of Birth 


     Age 


Street Address 





 City, State, Zip 






Home Phone 



Work Phone 



Cell Phone 



It’s okay to leave a message at:  
( home
( work

( cell

Email Address 








Emergency Contacts:
#1
Name 





Relation to you 


Phone 




#2
Name 





Relation to you 




Phone 





MEDICAL INFORMATION:

Primary Care Physician Name 





Physician Phone 




Practice Location (city) 




Alternate Physician Name 





Physician Phone 




Practice Location (city) 




I am currently taking the following medications:

	Medication Name
	Date Started Med
	Dose
	Frequency

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


CLIENT INFORMATION FORM, P.2

HEALTH INSURANCE INFORMATION

PLEASE COMPLETE THIS SECTION ONLY IF YOU PLAN TO USE YOUR HEALTH INSURANCE TO PAY FOR DR. SHEHAB’S SERVICES:
Are you covered by more than one health insurance policy?
□ No
□ Yes

(Please provide complete information for ALL of your health insurance companies)

Primary Insurance Name 











Name of Primary Insured 





Relation to Client 




Primary Insured Date of Birth 




Employer 





Primary Insured’s Address & Phone  






    (      )


ID Number 





Group Number 






Insurance Claims Address 











Provider Phone 





FAX 





---------------------------------------------------------------------------------------------------------------------------------------
Secondary Insurance Name 











Name of Primary Insured 





Relation to Client 




Primary Insured Date of Birth 




Employer 





Primary Insured’s Address & Phone  






   



Group Number 





ID Number 






Insurance Claims Address 











Provider Phone 






FAX 





---------------------------------------------------------------------------------------------------------------------------------------

Notes:	   Benefits confirmed 	    /      /		  am/pm     Name/Ref#			





Eligibile			N/Y   effective 				Payor ID 		


Deductible			$			Met? N/Y  			


# Sessions						Pre-Auth Needed? N/Y 			


Co-Pay/Co-Insurance					% Covered 		%


Pre-existing exclusions wait   N/Y 			Dx Not Covered  				









