NEW CLIENT FORM

THERAPIST_____________________DATE____________INFO TAKEN BY_____________________
Client Name_________________________________________DOB______________________________

Parent(s) of Client if under 18______________________________________________________________

Address_______________________________________________________________________________
Phone_(H)_________________(W)__________________(Cell)___________________ Okay to Leave Message?     Y    N
Insurance Company_____________________________________________________________________

Insurance ID#_________________________________ Insured’s Name & DOB_____________________

Insured’s Place of Employment____________________________________________________________
Insurance Company Phone # for Mental Health  _______________________________________________

Referred by________________________________ Referred to___________________________________
Days______________________________          OR               Evenings_____________________________
Presenting Problems_____________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

Individual______________      Couple/Marital________________              Family/Child_______________

Effective Date_____________________________      Auth. Required?_____________________________
Co-pay___________________________________     Auth #_____________________________________
Deductible ________________________________     Date Range_________________________________

Number of visits per year_____________________    CPT Codes covered on auth____________________

Mailing Address for Claims________________________________________________________________

______________________________________________________________________________________

