Client Information

Client Name: _________________________ Age:______ Date of Birth:_____________________________________ 
If minor, Parent/Guardian Name: ________________________________________________________________________________

Address: ____________________________________________________________________________________________________ 
Street 			City 			State 				Zip Code 	
	
Home Phone: ________________________Work Phone:________________________ Cell Phone:________________________ 
Emergency Contact: _______________________________Relationship:_____________________ Phone:__________________ 
Email Address:____________________________________________________________________________
Do you consent for the use of your email by Dana Gutshall Good, LPC Please circle: YES or NO 
Employer (Note: if intake is for child, please write employment for both parents) 
[bookmark: _GoBack]Name of Employer:_______________________________ Address: ______________________________________________
Name of Employer: _____________________________________________
Address:_____________________________________ 
Payment Information: (Check One) ____Insurance (provide information below-Provider, ID Number and Group Number, Policy Holder Name, Provider phone number) ____Out of Pocket __________________________________________________________________________________________________________________________________________________________________________________________ 
Dana Gutshall Good, LPC LLC reserves the right to change the policies, practices, and procedures described in this document. I will notify you in wiring of any significant changes. My signature below indicates I am consenting to treatment at Dana Gutshall Good, LPC LLC and have received and understand the contents of the counseling policies, including the Notice of Privacy Practices (HIPAA). My signature below certifies my consent to the billing and payment policy. All of my questions have been answered and the policy regarding billing is fully agreed to. I also, by signing below, consent to taking full responsibility for any outstanding bill for services rendered. I also agree that my signature authorized Dana Gutshall Good, LPC LLC to pursue any outstanding balance due to them should I not follow the clinic policy. I am of sound mind and am fully competent to give informed and willing consent of therapy, either for myself and/or a minor child. If I have questions, the information has been explained and/or summarized for me. ___________________________________________________________________ ____________________________________ Signature (Client or Legal Guardian if client is under 18) Date Carrier Provider Phone Number Policy ID Group Number Policy Holder Name (if not client) Policy Holder Date of Birth Relationship to Client (If Client is a minor). Check below to indicate custody status if client is a minor: 
☐Parents are married to each other and both are legal parents of the child/minor. 
☐I am a single parent, with legal and physical custody of the child/minor. 
☐The child’s other parent and I share legal custody. Consent must be obtained from other parent to continue services beyond the initial appointment.
