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_____________________
              Today’s DateClient Intake Form


PATIENT INFORMATION

__________________________________________________________________Last Name                                                            First                                                 Middle 

Marital Status (circle one)       Single    |    Married    |    Divorced    |    Separated    |    Widowed

__________________________________________________________________Street Address                                                      City                                               State               Zip 

__________________________________________________________________Cell #            Home/Other Contact #            Social Security #            Birth Date            Male/Female         

__________________________________________________________________Employer                                                                        Occupation

__________________________________________________________________Street Address                                                      City                                               State               Zip 

__________________________________________________________________Referring Doctor (if required by insurance)

Notify Primary Care Physician?     __________________________________________
                  Yes       No                          Primary Care Physician                                 Physician Contact # 
IN CASE OF EMERGENCY

__________________________________________________________________Emergency Contact Name                                                   Cell #                        Home/Other Contact #            


INSURANCE INFORMATION
Joseph Hansen, KLPC, M.Div. will provide therapy clients, when requested, appropriate paperwork so that they may self-file with their insurance company.

I authorize Joseph Hansen, those acting on the practice’s behalf, and my insurance company to release any information required to process my claims. Furthermore, I have reviewed the Notice of Privacy Practices provided. I fully understand and accept the terms of this consent. 

__________________________________________________________________Patient/Guardian Signature                                                                                Date


Please describe below your reason(s) for seeking therapy. 
(Be as thorough and specific as you can. Use an additional page or pages if necessary.)
[image: ]
[image: ]
image2.emf



ON PURPOSE
COACHING & COUNSELING
P E A C E  •  H E A L I N G  •  D I R E C T I O N
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270-331-2681    •    OnPurposeCandC@gmail.com    •    www.OnPurposeCandC.com











