
 
 
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:  ________________________________ SS#___________________________________ 
 
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:________ 

STILLPOINT SERVICES, INC.


