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Name: Date of Birth:
Street Address:

City: State: ZIP:
Home phone: Work phone:

May we contact you at home? [_] Yes [ | No work? [] Yes [] No
Email address: SSH

Family Physician’s name, address, and phone number:

Emergency Contact Name and Phone:

Please give a brief description of what issues bring you to counseling:

If any, current medications:

If any, medical concerns:

Primary Insurance Co ID# Group#

Primary Insured’s Name:

Primary Insured’s Employer:

Primary Insured’s Social Security # Date of birth:

Secondary Insurance Co: ID# Group#

Secondary Insured’s Name:

Secondary Insured’s Employer:

Secondary Insured’s SS# Secondary Insured’s Date of Birth:




