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CLIENT INFORMATION FORM


Date:_____________ Referral Source___________________________________________________

Client Name:_______________________________________________________Age____________

Address ________________________________City______________State_____Zip Code _________

HomePhone_____________________CellPhone__________________________Birthdate__________

E-mail address______________________________________________________________________

Relationship Status_______________________Religious Affiliation___________________________

Occupation _____________________________________ WorkPhone__________________________

Employer & Address _________________________________________________________________

If a student, please indicate school attending_______________________________________________

Party responsible for bill: _________________________________ Relationship to Client__________

Address____________________________________City______________State_____Zip___________

HomePhone________________Cell Phone_______________________WorkPhone_______________

Emergency contact name___________________________________ Phone number:______________

Are you currently under treatment for any major medical illness?________________________

Have you been hospitalized for any reason in the past 10 years?  If yes, please give dates and reasons for hospitalization.__________________________________________________________________

_________________________________________________________________________________

Are you currently taking any medication? Yes______ No______  If yes, please list all medications, state purpose, and name prescribing M.D.
_______________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________


Do you use any form of alcoholic beverage on a regular basis?______________________________

If so how many drinks and how often?___________________________________________________

Do you think you have a problem with alcohol or drug use?__________________________________

[bookmark: _GoBack]Have you had any previous counseling, psychological, or psychiatric treatment? Yes___No____
If yes, please state when, where, with whom, duration and nature of problem:
__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

Family Physician_________________________________________Phone_____________________

Briefly describe the concerns that caused you to seek counseling: ___________________________

__________________________________________________________________________________

__________________________________________________________________________________


My Policy on Insurance:

I accept fee for service from my clients at the time services are rendered. At this time, I am an in-network provider for The Alliance insurance company only, and for certain EAP programs. Many clients with other insurance may have out-of-network benefits, and this will cover my services.   If you are using out-of-network insurance, you may request me to provide you with a monthly statement; however, it will be your responsibility to file the insurance claims to obtain reimbursement.  The statement is done on my computer and gets mailed at the beginning of the month for the sessions of the previous month.  If you have any questions about your insurance policy, it is your responsibility to contact them for the information. Thank you.

Check here if you would like me to prepare a monthly statement for you. ___________

I understand and agree that (regardless of my insurance status), I am ultimately responsible for the balance on my account for any professional services rendered.  I have read all the information on the client information form and have completed the above answers.  I certify this information is true and correct to the best of my knowledge.  I will notify you of any changes in my health status or the above information.

_________________________________________________________________Date_____________
Client Signature

_________________________________________________________________Date_____________
Client Signature (spouse, partner, or other if applicable)
