Client Information Form (Child & Adolescent)

Intake Date: Clinician:
Referred By: Relationship: Phone #:
Patient’s Name: Social Security #:
First Middle Last

Address:

Street City State Zip
Birth Date: Age: Sex:
Home Phone # :
Patient’s School: Grade: School’s Phone #:
Address:

Street City State Zip
Mother’s Name: Home #: Work or Cell #:
Father’s Name: Home #: Work or Cell #:

Current Marital Status:
Mother’s Employer Name:

Address:

Street City State Zip
Father’s Employer Name:
Address:

Street City State Zip

Other Family Member(s) Living at Home (Children, Step-Children, other Relatives):
Name: Date of Birth Age Relationship to Patient

SN

Person Responsible for Payment of Bill:

Address:
Street City State Zip
Telephone:
Primary Insurance Company: Policy Number:
Address:
Street City State Zip

Patient’s Medical Doctor:

Doctor’s Phone Number:
Address:

Street City State Zip

For Office Use Only:
R C - Date: g Yes : {z letter / i3 call) / 71 No




