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NEW CLIENT DATA 
 

 
 
FOR CONFIDENTIAL USE ONLY 
 
 
Date Of Intake______________    Date Of Birth________________________ 
 
Name Of Client(s)_________________________________________________________________________ 
 
Address_________________________________________________________________________________ 
 
City____________________    State____________    Zip Code_____________________________________ 
 
Physical Address If Different ________________________________________________________________ 
 
Home  Phone_______________________________   Cell_________________________________________ 
 
Social Security Number______________________________ Occupation_____________________________ 
 
Medical Insurance Carrier or EAP_____________________________________________________________ 
 
Employer ________________________________________________________________________________ 
 
Primary Insured’s Insurance ID# ____________________   Social Security # __________________________ 
 
Primary Insured’s Date Of Birth ______________________________________________________________ 
 
Client’s Relationship to Insured (circle):      Self   Spouse Child  Other 
 
Client’s Insurance ID# _________________________    Authorization #______________________________ 
 
Secondary Insurance Carrier/Other Person Responsible for Bill _____________________________________ 
 
Address ________________________________________________________________________________ 
 
Phone________________________________    ID# _____________________________________________ 
 
Person To Contact In Case Of Emergency______________________________________________________ 
 
Phone_________________________________     Relationship ____________________________________ 
 
Medical Doctor________________________________     Date of Last Physical________________________ 
 
How were you referred? ____________________________________________________________________ 
 
 
 
 


