
New Client Information

Client Name:_____________________________________________ Date:____________
Address:______________________________City:____________________ Zip:_______

Home #___________________________ vm ok? yes/no    E-mail:__________________

Work/ Other #’s:_____________________________________________  vm ok? yes/no

Birth Date:__________  Circle: Married / Partner/ Single / Divorced / Separated / Widow

Social Security #:______________________ Circle: Employed / FT Student / PT Student  

Referral Source & Phone #____________________________ Requires Pre-Auth?:yes/no  

If so, Auth/Referral #_________________________  # of Sessions Authed:___ Max:___

Re-auth Contact Name & #__________________________________________________

Insurance Name:_____________________________________  Circle: HMO  POS  PPO 

Insurance ID #’s:__________________________________________________________ 

All Insurance Card Phone #’s:_______________________________________________

Mental Health Outpatient Co-Pay/Deductible:___________________________________

Name, SS# & DOB of Subscriber:____________________________________________

Subscriber’s Home Address:_________________________________________________

Relation to Client- Circle: Self / Parent of Client / Spouse of Client / Other:___________ 

Subscriber’s Employer:​​​​​​​​____________________________  Group #_________________

Client’s Primary Care Physician (PCP)/MD:____________________________________

Emergency Contact Person & Contact Info:_____________________________________

For Therapist to complete only: 

DX __________________

