CLIENT INTAKE FORM


Client Name:





Client’s SSN: 




Client DOB: 




Parent / Guardian’s Name (in client under 18): 







Address: 






 Apt. #: 


City: 





State: 


Zip Code: 



Employer: 







Home Phone: 





Cell Phone: 





Work Phone: 





E-Mail: 





How Referred?: 











Insurance Company: 











ID# : 






Group #: 





Insured’s Name: 








Address: 








 

City: 





State: 


Zip Code: 



Phone #: 



 
Insured’s SSN: 





Primary Care Physician: 




 Phone#: 



Client’s Current Medications: 








Doctor Prescribing Medications: 



 Phone#: 




Past Therapist:    YES / NO
     If Yes, When: 











     If Yes, Name: 







· The client is responsible for any copays or deductibles due at the time of treatment. There is a $25 fee for missed or late cancelled appointments (less than 24 hours prior to the appointment time). Your signature below shows that you understand these points.

· The therapist also may need to contact your doctor. Your signature below grants Guiding Light Counseling permission to do so.
· Guiding Light Counseling will also need to contact your insurance company to verify benefits and to ensure payments. Your signature below grants Guiding Light Counseling permission to do so.

Client / Parent / Guardian: 





 Date: 


 

