CLIENT INFORMATION FORM
Name __________________________________________________________________________

Home Phone
____________________
Work Phone ______________ Cell ________________


Home Address _________________________________
City __________________ Zip __________

Physician _____________________________________
Phone _____________________________

The information below must be filled out for both the patient and the insured:

Insured’s Information




Patient’s Information*

Name ________________________________

Name ___________________________
Date of Birth ___________________________

Date of Birth _____________________
Social Security Number __________________

Social Security Number _____________
Insurance Company _____________________

Relationship to the Insured __________
Insured’s ID Number _____________________
* The above information is required for

ALL patients affiliated with the insured.)
Group Number __________________________

Plan Number ___________________________

Address for Claims ________________
Telephone Number ______________________

________________________________ 

Whom may we contact in the case of an emergency?
________________________________
Whom may we thank for referring you to us?

________________________________
Who is responsible for the cost of therapy?


________________________________
Fees for services will be paid by:  Cash / check / Credit Card (circle one)

If credit card, I authorize Associates in Pastoral Psychotherapy, Ltd. to process fees for service on the credit card listed below:

Visa / Master Card / American Express (Circle one)
Cardholder’s Name _________________________________________________________________
Card Number _____________________________________________  Exp. Date ________________
I understand and agree that I am responsible for the balance of any professional services rendered. I have read all the information on this sheet and have completed the above answers. I certify this information is true and correct to the best of my knowledge. I will notify you of any changes in my health status or the above information.

Signature _____________________________________________
Date ___________________
Parent (if minor) ________________________________________
Date ___________________
