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NEW CLIENT INFORMATION
(Please Print)
Date ___/___/___
Client Name ___________________________________________      M/ F     Date of Birth: _______________________
Address ________________________________________________  City/St_______________________ Zip__________
Social Sec. # ____________-_________-__________________ (must complete to file insurance)
Cell (         ) ____________________
Email Address _______________________________________________________________________________________
                                                               IF CLIENT IS A MINOR: 
Legal Representative’s Name ___________________________________________Phone # ______________________
Address _____________________________________________City/St _______________________ Zip ______________
If your child no longer resides with both biological parents due to a divorce or change in guardianship, please bring the legal paperwork regarding custody and guardianship information relating to who is allowed to seek medical/psychological attention. Custody/guardianship paperwork is required before a minor can be seen for any appointment.

       Communication Authorization
We, the Center for Counseling and Family Relationships, have permission to:
• Leave a message/text on your given phone number regarding services?     YES   
• Contact you by email regarding services?     YES   
I acknowledge that confidentiality may not be maintained if text, e-mail or a cell phone is used pertaining to my Protected Health Information.

Revoking your permission:
You may change your mind and withdraw your permission for communication authorizations at any time, without any penalty or loss of care of services. To revoke your permission, an opt-out form can be given at your request.

Printed Name of Client: __________________________________ Date: _________

Printed Name of Legal Representative: _________________________________ 

Signature of Client or Legal Representative: ______________________
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