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NEW CLIENT INFORMATION FORM

Name_________________________________________________  Date of Birth______________

Address_______________________________________________________ Zip code___________
Phone Number(s)__________________________________________________________________

Email (optional): __________________________________________________________________

Who referred you to my practice? __________________________________________________
Do you currently have any medical problems? ______________________________________

___________________________________________________________________________________

___________________________________________________________________________________
If you are taking any prescription medications, please list them ___________________________________________________________________________________
___________________________________________________________________________________
Who is your primary care physician? ______________________________________________

Do you drink alcohol or use recreational drugs? ____________If so, what kind and how often? ____________________________________________________________________________

Do you or anyone close to you consider your use to be a problem? __________________

What are your goals in seeking therapy? _________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
IF YOU WANT ME TO APPLY FOR REINBURSEMENT FROM YOUR
INSURANCE COMPANY, PLEASE COMPLETE THE FOLLOWING:
Name of Insurer and Plan Name__________________________________________________________ 
ID number (Not needed if you bring your insurance card or a copy)  

                                                   _________________________________________________________

If you are not the policy holder please provide that person’s
Name____________________________________________________ Date of Birth__________________

Address (if different from yours) __________________________________________________________
