Client Information                               Dana Skaggs, M.A.                         Case Number: ________

Please Answer Completely as Possible:            Referred by? ________________________________________

Name: ____________________________________________________________________________________

                      Last                                   First                          Middle                       Maiden (if applicable)

Mailing Address: ___________________________________________________________________________ 

(Where bills will be sent)         Street Name or P.O. Box #            City                       State                     Zip Code

Home Phone ______________________________       Work Phone __________________________________ 

(May we leave a message at this number?  Yes ____ No ____)            (May we leave a message at this number?  Yes ____ No ____)

Cell Phone _______________________________        E-Mail Address ________________________________

(May we leave a message at this number?  Yes ____ No ____)        (May we leave a message at this address?  Yes ____ No ____)

How may we contact you in case of emergency?    __________________________________________________________________
Date of Birth ______________ Age ______  Sex ______ Race __________  Marital Status ________________

Social Security __________________  Employer _________________________________________________

Responsible Party – (If other than above.  If same, leave blank):
Name ____________________________________  Relationship to Client ___________________________

Date of Birth _______________  Home Phone _________________ Social Security ___________________

Mailing Address: ___________________________________________________________________________ 

(Where bills will be sent)         Street Name or P.O. Box #            City                       State                     Zip Code

Employer ____________________________  Work Phone ________________________________________

Insurance Information (Please Present Card to be Copied):

(Primary)                                                                           (Secondary)

Ins. Co. _____________________________________   Ins. Co. _____________________________________

Ins. Address _________________________________    Ins. Address _________________________________

___________________________________________     ____________________________________________

Ins. Phone __________________________________     Ins. Phone ___________________________________

ID # _______________________________________    ID # ________________________________________

Group No. ___________________________________  Group No.  ___________________________________

Policy Holder ________________________________   Policy Holder _________________________________

D.O. B. _____________________________________   D.O. B. ______________________________________

Social Sec. # _________________________________  Social Sec. # __________________________________

Employer ___________________________________   Employer ____________________________________

