
Client Information Sheet

Client Name: ___________________________________ Gender: ________________

DOB: ____________________________ SSN: ________________________________

Address: ______________________________________________________________

______________________________________________________________________

Home Phone: ___________________
Cell Phone: _____________________

Employer: ______________________________Work Phone: ____________________

Emergency Contact Name: __________________________ Relationship: __________

Phone: ________________________

* * * * * * * 
If client is under 18 please complete the following: 

Parent/ Guardian Name: __________________________________________________

Address: ______________________________________________________________

Phone: _______________________________________________________________

School: _______________________________________________________________

* * * * * * *
Name of Insured: _______________________________________________________

SSN of insured: _______________________DOB of insured:_____________________

Primary Insurance Provider: _______________________________________________

Insurance ID Number: ___________________________    Co-Pay:________________

Allowable sessions per year: __________Deductible: _________Amt. Met:__________

Primary Care Physician: __________________________________________________


