Client Contact Sheet
A. CLIENT INFORMATION
Name: _________________________________   Age: ____   Date of Birth: _____________
Gender:       Male        Female
Address: _____________________________  City: ______________  State: ____  Zip: ______
Home Phone: _______________  Work Phone: _______________  Cell Phone: _____________
What number would you prefer to be contacted on? _______  Is it okay to leave a message? Y  N 
Email: ______________________________________________________________________
Referred By: _______________________ Can I speak with the referral source:       Yes          No

B. PARENT/ GUARDIAN INFORMATION (If client is under the age of 18)
Name: _________________________________   Relationship to client: ___________________
Address: _____________________________  City: ______________  State: ____  Zip: _______
Home Phone: _______________  Work Phone: _______________  Cell Phone: _____________
What number would you prefer to be contacted on? _______  Is it okay to leave a message? Y  N 

Name: _________________________________   Relationship to client: ___________________
Address: _____________________________  City: ______________  State: ____  Zip: _______
Home Phone: _______________  Work Phone: _______________  Cell Phone: _____________
What number would you prefer to be contacted on? _______  Is it okay to leave a message? Y  N 

If biological parents are not living together, what is the legal custody agreement?: ____________
______________________________________________________________________________

C. IN CASE OF EMERGENCY CONTACT
Name: __________________________ Relationship to client: ________________________
Address: _____________________________  City: ______________  State: ____  Zip: ______
Home Phone: _______________  Work Phone: _______________  Cell Phone: _____________

Name: __________________________ Relationship to client: ________________________
Address: _____________________________  City: ______________  State: ____  Zip: ______
Home Phone: _______________  Work Phone: _______________  Cell Phone: _____________


D. MEDICAL INFORMATION
Primary Care Physician: _________________________________ Phone: _________________
Address: _____________________________  City: ______________  State: ____  Zip: ______
Can I contact if needed?      Yes      No

E. SCHOOL INFORMATION (IF APPLICABLE)
School: ________________________________________________________  Grade: ________
Address: _____________________________  City: ______________  State: ____  Zip: _______
School Counselor: _________________________________ Phone: _______________________
Can I contact if needed?	Yes 	  No

F. OTHER MENTAL HEALTH SERVICES (IF APPLICABLE) 
Name: _________________________________ Relationship to client:  _________________
Address: _____________________________  City: ______________  State: ____  Zip: ______
Phone: ____________________  Can I contact if needed:      Yes      No

Name: _________________________________ Relationship to client:  _________________
Address: _____________________________  City: ______________  State: ____  Zip: ______
Phone: ____________________  Can I contact if needed?     Yes      No

G. INSURANCE INFORMATION:
Primary Insurance Co. ____________________ Member ID#: _________________________
Group #: ___________________________ Policy Effective Date: ________________________
Subscriber Name: ____________________	Relationship to client:________________________
Subscriber Date of Birth: _____________________

