New Client Forms MUST be completed/submitted                                    Unique ID w/Parent Name:
72 hrs before appt time or appt will be cx’d                                               Parent Name:
                                                                                                   PW Sent:
						                                        Text Sent:							    	                                                                               Appt cx’d:
INITIAL INTAKE SHEET - CCFAM
Date: ________________                                                                   Prepared by: _________________ 

Will you be using: Insurance____ 	Self pay ____  
											



	         	
				        
Adult Client:	__________________________        Parent:   1st Appt. Day:  __________   Time: ___________

Appt. day: ____________   Time: ____________     Child      2nd Appt Day: ___________   Time: ___________ 

Client Name (Child/Couple/Indiv): _________________________________________    DOB: __________________
								
Name of Person Calling: _____________________________________Relationship to Client: ___________________

IS YOUR CHILD CURRENTLY LIVING WITH BOTH BIO PARENTS?  Y  OR  N  IF NOT WHO_____________
BIO PARENTS STATUS	___ DIVORCED	___ NEVER MARRIED     __ Separated/pending divorce?
HAS THERE EVER BEEN ANY CUSTODY PAPERWORK OR DIVORCE DECREE?  Y  OR  N
IS THE OTHER BIO PARENT AVAILABLE TO CONTACT?  Y  OR  N Other BIO PARENT NAME:__________	
Phone: (Mom Cell)___________________________    (Mom Email)______________________________________

Phone: (Dad Cell)_____________________________ (Dad Email)_______________________________________

Address/City/State/Zip________________________________________________________________________

Referred by: ______________________   
Family members been to CCFAM? ____________________   If so, Counselor: _________________________
 
Insurance:  ____________________   Primary Insured Name:  ____________________  DOB: ________________
Insured Subscriber Employer:________________________________________
SS#_____________________________________	
Member ID#: __________________________________________ Group # ____________________________
Please tell client to verify Outpatient Mental Health benefits in an office setting

Co-pay: __________ Ind. Deductible: ____________  Fam. Deductible___________  Has the ded been met?   Y or  N    
		         
Insurance:  ____________________   Primary Insured Name:  ____________________  DOB: ________________
Insured Subscriber Employer:________________________________________
SS#_____________________________________	
Member ID#: __________________________________________ Group # ____________________________
Please tell client to verify Outpatient Mental Health benefits in an office setting

Co-pay: __________ Ind. Deductible: ____________  Fam. Deductible___________  Has the ded been met?   Y or  N    

