Jeanne Nelson, LCSW							Date: __________
Philomath Counseling

Client Information: 

Name: ________________________________________________________________________  
Birth Date:___________  Other names used: _________________________________________
Complete Address:______________________________________________________________
Mailing Address (if different from above):___________________________________________
Phone number: _____________________ Message or cell phone _________________________
May I leave a message on your phone?  Yes/No 
*Do I need to contact you at a different mailing address, phone number or through another alternative method?   Yes/No 
Method: ______________________________________________________________________
Local Emergency Contact

Name: ________________________________________________________________________
Home Phone:_________________________ Alternative Phone: __________________________
Relationship to Client: ___________________________________________________________
Guarantor (Person responsible for Payment-list insurance in next section)

Name: _______________________________Birth date: ________________________________
Billing Address: ___________________________Phone Number: ________________________
Relationship to Client: ___________________________________________________________
Insurance Information
Name of Primary Insurance:_______________________________________________________
Insurance Mailing Address: _______________________________________________________
Insurance Phone number: __________________Name of Policy Holder:___________________ Member ID #_____________________________________Group #_______________________
Additional Insurance: ____________________________________________________________
