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CLIENT INFORMATION SHEET

*All Information MUST MATCH Insurance carrier Information*

CLIENT NAME______________________________M/F/Transgender/Non-Binary

CLIENT ADDRESS____________________________________________________
	Street Address            Town                Zip

Client Contact #_______________________________________________________

Client Email Address___________________________________________________

Date of Birth______________________Relationship Status (S, M, W, D)

Client’s Insurance Category: Choose only one: (Primary, Spouse, Child, Other)

IF OTHER THAN PRIMARY IS SELECTED- PLEASE PROVIDE THE FOLLOWING

Primary Insured’s Full Name:_____________________________Date of Birth___________

Address______________________________________________________________________
                                  Street Address                    Town                Zip

Who do you live with? List names, ages and relationship:____________________________

_____________________________________________________________________________

Do you drink Alcohol? (YES/NO)  How much per week?_____________________________
Do you use recreational drugs (YES/NO)
Current medications:___________________________________________________________

Therapist Name:_________________________Referred by:___________________________





