General Information Form
[bookmark: _GoBack]Client Name: __________________________________________________________
Address: ______________________________________________________________
	City/State/Zip: ___________________________________________________________
	Home Phone: ___________________________________________________________
	Work Phone: ___________________________________________________________	
	Cell Phone: ____________________________________________________________	
	E-mail: ________________________________________________________________	
	Additional Client(s) (if couple or family): ____________________________________	
	Parent/Guardian (if client is under 18: _______________________________________
Client DOB: _____________________________________________________________
Gender:   ________________________________________________________________
SSN: _______________________________________________________________________
Marital Status: ___________________________________________________________

How did you hear about us? _________________________________________________

Have you had previous counseling/mental health services?  Yes _____ No _____ If Yes, what is the name of the provider:_____________________________________________


Blue Cross/Blue Shield Insurance Information
Policy Number: __________________________________________________________
Group Number: __________________________________________________________
Policy Effective Date: _____________________________________________________
Name of Insured: _________________________________________________________
Address if different than above: _____________________________________________
SS of Insured: ___________________________________________________________
DOB of Insured: _________________________________________________________
Insured Relationship to Client: ______________________________________________
Insured Phone: ___________________________________________________________

Thank you!
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