
 

 

Client Information Form 
Full Name ___________________________________________ Today’s Date 
______________ 

Birth Date____________________   Age _______      Soc Sec # 
___________________________ 

FullAddress___________________________________________________________________
_ 

Sex:   M    F              Marital Status:   M   S   D   Sep   

Home Phone_________________ Work Phone__________________ Cell 
Phone____________ 

Email Address___________________   Best Way to Contact you:    Home / Work /Cell 
/Email 

Employer______________________________ 
Occupation______________________________ 

Employer 
Address_______________________________________________________________ 

Responsible Party Information: 

Full Name _________________________ Relationship to Client 
_________________________ 

Birth Date__________________ Soc Sec # _____________________  

Full Address 
___________________________________________________________________ 

Home Phone __________________ Work Phone ________________ Cell Phone 
____________ 

Email Address ____________________ Best Way to Contact you:  Home/ Work/Cell/Email 

Sex:   M   F              Marital Status:  M  S  D  Sep 

Employer ________________________________ Occupation 
___________________________ 



Employer Address 
______________________________________________________________ 

Additional Information: 

Referred By? 
___________________________________________________________________ 

Reason for seeking therapy? 
______________________________________________________ 

What do you hope to gain from therapy? 
___________________________________________ 

Have you received therapy before?   Y    N       Was this Helpful? 
_________________________ 

Emergency Contact: 

Name ______________________________ Phone __________________________________ 

Address ______________________________________________________________________ 

Insurance Information: 

Primary Insurance 
Company______________________________________________________ 

Claims Address: 
________________________________________________________________ 

Insured_____________________ Address 
___________________________________________ 

Phone: ______________________ Birth Date 
________________________________________ 

ID #: ___________________________ Policy, Plan or Group #: 
__________________________ 

Client relationship to the insured:   Self    Spouse    Child 

Secondary Insurance 
____________________________________________________________ 

Claims Address: 
________________________________________________________________ 



Insured_____________________ Address 
___________________________________________ 

Phone: ______________________ Birth Date 
________________________________________ 

ID #: ___________________________ Policy, Plan or Group #: 
__________________________ 

Client relationship to the insured:   Self    Spouse    Child 

 
Informed Consent: 

 
I have read the HIPPA Privacy Policy and Procedures form. 

I have received a copy of, understand, & I agree to the Professional Service Agreement. 
I consent to psychotherapy treatment with Nicole Sorte Turville LCSW, LLC 
 

Signature _________________________________________________________________  

Date _______________________________________ 

 

 

 

 

 

 

 

 
 

 
 
 
 
 
 


