
    
 
 
 

              
Name:______________________________________________ Birth Date:____/____/____ 
Address:____________________________________________ Today’s Date:____/____/____ 
___________________________________________________ Phone: (H):_______________________ 
Employer:___________________________________________ Phone: (W):_______________________________ 
Address:____________________________________________ SSN:____________________________ 
Emergency Contact Name:______________________________ Relationship:______________________ 
Phone Number:_______________________________________  
Relationship Status: ___ Married ___Yrs.            ___ Never married           ___Separated          ___Committed relationship 

 ___ Divorced  ___ Yrs.       ___ Widowed  ___ Yrs. 
Children (Names and Ages): __________________________________________________________________________ 
__________________________________________________________________________________________________ 
Employer/School:_____________________________________                 Length of current employment:_____________ 
Address:___________________________________________________________________________________________ 
Occupation:________________________________________________________________________________________ 
 

Responsible Parent/Guardian/Spouse Info: 
Name:____________________________________________________________________________________________ 
Address/Phone: _____________________________________________________________________________________ 
Employer:_________________________________________________________________________________________ 
Who referred you to the clinic? ________________________________________________________________________ 
Have you been in treatment before? If so, where and when? _________________________________________________ 
Current reason for seeking treatment: ____ AODA ____Interpersonal 
 ____ Academic/Career ____Court Ordered 
 ____ Mood ____Referred 
 ____ Other: ________________________________________________________ 
 

Insurance/Billing Information: 
Primary Insurance Data: 
Policy Holder: _______________________________                             Employer:________________________________ 
Insurance Company:_________________________________________________________________________________ 
Address:___________________________________________________________________________________________ 
ID #:_______________________________________ Group #:_____________________________________________ 
Group Name:________________________________ Effective Date: ___________________________ 
Insurance Verification Phone: _________________________________________________________________________ 
 
Secondary Insurance Data: 
Policy Holder: _______________________________                             Employer:________________________________ 
Insurance Company:_________________________________________________________________________________ 
Address:___________________________________________________________________________________________ 
ID #:_______________________________________ Group #:_____________________________________________ 
Group Name:________________________________ Effective Date: ___________________________ 
Insurance Verification Phone: _________________________________________________________________________ 
 
Designated Family Physician: _________________________________________________________________________ 
 
Please print legal name clearly: ________________________________________________________________________ 
  
Signature: _________________________________________________________________________________________ 
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