[image: image1.png]


[image: image2.png]


CLIENT  INFORMATION  SHEET


DATE____________________

Name:_______________________________Address:__________________________________________________
Mailing Address if Different:______________________________________________________________________
Phone: Home______________________ Work__________________________ Cell:_________________________
E-mail _____________________________ Website_____________________________Fax: ___________________
Social Security #:_________________________ DOB:  _______________Age: __________  Sex________________  Marital Status: ___________________​​​​_________
Drivers’ License: State and #: _____________________________; Photo ID (OTHER):________________________
Primary Care Physician __________________________________________________________________________
                                                                              Name; Address; Phone  
Years of Education: _______  Referred By:____________________________; # in Household:_________________
Names and DOB of Children: _____________________________________________________________________
Employed By: ____________________________________________________  Phone _______________________

Occupation: ________________________________________ Title: ______________________________________
Prior Therapy: ___________________________________ Medications & Supplements: (LIST ALL; USE SEPARATE SHEET OF PAPER IF NECESSARY; INCLUDE DOSAGE: _____________________________________________________________________________________________
_____________________________________________________________________________________________

SSI? Yes____  No ____; SSDI?  Yes____ No____; if Disabled, Date of Disability and Case #____________________   
Diagnosis(es):__________________________________________________________________________________
If Hospitalized, list date, when and where for all hospitalizations; (LIST ALL; USE SEPARATE SHEET OF PAPER IF NECESSARY: ___________________________________________________________________________________

_____________________________________________________________________________________________
Spouse/Parent (circle one):____________________________DOB:________  Age: _____ Phone:______________

Employed By: _______________________________________Social Security:______________________________
Party Responsible for Payment (If Other than Yourself):_______________________________________________
                                                          Name, Address, Phone

In Case of Emergency, closest relative/friend: _______________________________________________________







Name; phone numbers
Specific Instructions:____________________________________________________________________________
PHOTO ID IS REQUIRED; PLEASE SHOW YOUR DRIVERS’ LICENSE OR OTHER FORM OF IDENTIFICATION.  PLEASE SEE THE BACK OF THIS FORM FOR ADDITIONAL INFORMATION AND SIGN.  PLEASE ALSO READ THE DISCLOSURE STATEMENT AND NOTICE OF PRIVACY RIGHTS AND SIGN THE ACKNOWLEDGMENT OF RECEIPT OF NOTICE, AND PLEASE READ THE OUTPATIENT SERVICES CONTRACT.  

Dr. Susannah Smith


� HYPERLINK "http://www.creativeteamconsulting.com" ��www.creativeteamconsulting.com�





Clinical Psychologist, Mediation, Parenting Evaluations & Plans


Business & Systems Consulting; Mergers; Culture; Handbooks


Corporate Training, Executive Coaching, Equine Therapy/Learning





P.O. Box 3258; Telluride, CO 81435


970-728-5234; 877-861-5436 fax; 970-708-0740; shas14@gmail.com
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