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Adult Client Information 								
Name:________________________________________________________________

Address:________________________________________________________________
________________________________________________________________________

Date of Birth:__________________________________________________________

Preferred Phone Number(s):________________________________________________  

Is it okay to leave a message at these numbers? ___yes    ____no
Is it okay to text a message at these numbers? ___yes    ____no

e-mail:_________________________________________________________________


Emergency Contact Name:_____________________________________

     Phone Number: ______________________________________

Primary Care Physician:________________________________________

                 Phone Number:__________________________________  

How would you describe the problem that is bringing you here today?__________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

Are you experiencing any significant medical problems?____ yes _____ no

If you answered “yes,” what medical problems are experienced?________________  

________________________________________________________________________
										
Are you currently taking any mental health medications?______yes______no

If you answered “yes,” please indicate the medication(s) and dosage:_________________________________________________________________

_______________________________________________________________________




If you are using insurance for payment, please indicate the name of your insurance company, your member ID number, and your co-pay amount.  Please contact your insurance company to determine if you have a deductible that must be met before receiving coverage for services, a co-pay fee, and if authorization for services is required. 

Insurance Company Name:__________________________________________________

Member ID and Group number:______________________________________________

Co-pay amount:___________________________________________________________ 

Authorization number (if needed):____________________________________________

Phone number on the back of the insurance card for the Provider (necessary):___________________________________



