

Client Information Form

Client#1 Name: _____________________________________ Date of Birth:_______________

Gender: □ Male □ Female        Email: _______________________________________________

Client#2 Name: _____________________________________ Date of Birth: ______________

Home / Cell #:______________________________Work #: ___________________________

Gender: □ Male □ Female        Email: _______________________________________________

Relationship Status:  □ Single    □ Married      □ Divorced     □ Widowed    □ Committed/Partner

Address: ______________________________________________________________________
		Street					City		State		Zip
Home/Cell #:______________________________  Work #: ___________________________

Emergency Contact: ____________________________________________________________
             Name				Phone			Relationship
Responsible Party's Information (if someone other than the client) 
Name of Responsible Party __________________________________ Email: _______________________
Social Security #  ________________________________________  Phone # _______________________
Employer _____________________________________________  Phone # ________________________
State __________________________________________________Zip ____________________________
Medical Insurance Information 
Insurance Company _____________________________________________________________________ 
Policy Holder's Relationship to Client: □ Self     □ Spouse     □ Dependent
Policy Holder's Social Security #  ______________________________  Birth Date: __________________
Insured ID#: __________________________________________ Group #: _________________________
Payment of Services Policy
I understand that payment in full is due at time of service. I am aware I am responsible for canceling within 24 HOURS to avoid BEING CHARGED FOR FULL FEE FOR SESSION (BASED ON 50 MIN SESSION) This policy applies to late cancelations as well as no shows.  Please help me serve you better by keeping scheduled appointments. Exceptions may be made for unforeseen emergencies.  Please contact me as soon as possible to let me know of your circumstances.  In most cases, illness is NOT considered an emergency. 
I ______________________________________________ (print your name here) have provided credit card information to be used by Ashley Mangus Counseling Services, LLC./New Beginnings Family Counseling, LLC.  I agree the charges are my responsibility to pay based on this contract for services with Ashley Mangus, MSW, LCSW.  My signature is provided below. 
              
REQUIRED INFORMATION
Card type: _______________ Name on Card: ____________________________________ 
Card # _________________________________________ Expiration date: ______ / _____ 
Security code on back ___ ___ ___ 		Zip code__________________ 

Signature						Date

