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CLIENT DATA SHEET 

Cell Phone (___)_____________ 

Name (Last, First, MI) ______________________________    Home Phone (___)____________ 

Ok to leave a message on Cell  (Y/N)_______ 
Street ________________________________________   Ok to leave a message on Home  (Y/N)______ 

City _______________________  State _____  Zip _________  Date of Birth_______________ 

Marital Status:  

 ___   Divorced ___  Married ___  Widowed 

 ___   Legally Separated ___  Single              ___  Other ________________ 

 

Student Full-Time ____  

Student Part-Time ____  

Not Employed ____  

Retired ____ If Checked, Date of Retirement ________________ 

Employed Full-Time ____  

Employed Part-Time ____  

 

Employer Name ____________________________________   Work Phone (___)___________ 

Occupation _______________________________ OK to call or leave a message at work? (Y/N)_____ 

Referring Provider ______________________________________________________________ 

Insurance Name/Address _________________________________________________________ 

______________________________________________________________________________ 

Insurance Phone # (___)______________________  ID# _______________________________ 

Group/Plan Name ___________________________ Group # ____________________________ 

Coverage for Outpatient Psychotherapy: Limits/Deductibles _____________________________ 

______________________________________________________________________________ 

Person to call in case of Emergency ________________________________________________ 

Home # (___)_______________  Cell Phone # (___)____________ Other # (___)____________ 

PLEASE COMPLETE (May use “same or see above” if you are primary insured.) 

Insured Name (Last, First, MI) _______________________________ Home Phone (___)_____________ 

Insured Address ___________________________________________ Cell Phone (___)______________ 

City _______________________  State _____  Zip ____________  Date of Birth ___________________ 

Relationship to Insured (Spouse, Child, Other) _______________________________________________ 

Employer Name _______________________________________________________________________ 

Occupation _________________________ Work Phone (___)______________OK to call work? (Y/N)____ 


