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Client Information

Client Name: __________________________________	Date: _______________________	

SSN #: ______________________________		Date of Birth: __________________

Address:	________________________________________________________
						(Street)	
		________________________________________________________
			(City, State)				(Zip Code)		

Contact Email: ____________________________	
Phone Number: ____________________________	□ Text Message □ Voice Message	
Emergency Contact: __________________________ □ Text Message  □ Voice Message
		           ___________________________
			
Employment Status: □Part Time    □Full Time   □Student    □Unemployed	                  Place of Employment or School: ___________________________________________________

Health Information

Are you currently taking medication? □ Yes  □ No					 	
Medication:				Reason for taking medication:	Prescribing Physician:

________________________		__________________________	__________________

________________________		__________________________ 	__________________

________________________		___________________________	__________________

________________________		___________________________	__________________						
Psychiatrist Name: _________________________	Location: ____________________________
Contact Number: ______________________________			(city, state)


Health Insurance

Client’s Name: _______________________________	Client Date of Birth: _____________

Would you like to use insurance for this client?    □ Yes  □ No 

Insured’s Relationship to Client: □ Self  □ Spouse □ Parent 

Insured’s Name: ____________________________	Date of Birth: ____________ Sex: ______

Insured’s SSN: _____________________________	Insured’s Phone: ______________________

Insured’s Address: ______________________________________________________________	        (street)				     (city, state)		     (zip)

Insured’s Employer: _______________________________________________________ 

Insurance Company: _______________________________________________________

Policy Identification #: _______________________________ Group #: ____________________

Insurance Address: ______________________________________________________________	        (street)				     (city, state)		     (zip)

Insurance Phone: ____________________________  Insurance Fax: ______________________

I understand that the use of insurance does not guarantee benefits or coverage. I authorize 
KB Counseling to submit necessary information to my insurance provider for the purpose of
receiving coverage for mental health services. I understand that I am responsible for the full 
session fee if coverage is not provided by my insurance plan. I am responsible for any co-pay or 
other fees determined by my insurance company.

I certify that all above information is accurate to the best of my knowledge. 

Client Name: _______________________________________

Client Signature: ____________________________________ 			      				(12 years of age or older)
Guardian/Parent Signature: _____________________________________________
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