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CLIENT INFORMATION

 Client Name: __________________________________________________________________________________________________

Parent Name/Legal Guardian (if client is a minor): _____________________________________________________________
Client’s Date of Birth: __________________________________________ Age: ___________       Male______ Female______
Client’s Address: ______________________________________________________________________________________________

City, State, Zip: ________________________________________________________________________________________________

Adult Client’s Occupation: ________________________________________________ Employer: _______________________

Minor/Adult Client’s School: _________________________________________________________________________________

Phone (h):____________________________________________________ Messages okay at home?  Yes______ No ______

Phone (cell): ___________________________________________Voice Messages okay on cell?    Yes______ No ______







                          Text Messages okay?  Yes ______ No ______

Phone (w): _________________________________________________   Messages okay at work?   Yes______ No ______

Email: __________________________________________________________E-mail Messages okay?   Yes ______No ______

How did you find out about Trinity Consulting and Psychological Services, PLLC? _______________________________________________

Religious Affiliation: __________________________________________________________________________________________

Ethnic/Cultural Heritage: ____________________________________________________________________________________
Emergency Contact: _________________________Phone: _______________ Relationship: _______
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INSURANCE INFORMATION

PRIMARY INSURANCE
Name of Insurance Co: _______________________________________________________________________________________

ID Number: ____________________________________________________________________________________________________

Group Number: ________________________________________________________________________________________________

Insurance Customer Service Telephone Number: ___________________________________________________________

Name of Subscriber (person who carries insurance): ________________________________________________________
Date of Birth of Subscriber? _______________________________Subscriber’s phone number: __________________

Subscriber’s Place of Employment: __________________________________________________________________________

Client Relationship to Subscriber: _______self, _______ spouse,  ________child,  _______ other

*SECONDARY INSURANCE (please fill out if there is a second insurance)
Name of Insurance Co: _________________________________________________________________________________________
ID Number: _______________________________________________________________________________________________________
Group Number: ___________________________________________________________________________________________________
Insurance Customer Service Telephone Number: _____________________________________________________________

Name of Subscriber (person who carries insurance): __________________________________________________________
Date of Birth of Subscriber? _________________________________Subscriber’s phone number: ___________________
Subscriber’s Place of Employment: _____________________________________________________________________________

Client Relationship to Subscriber: ______self, _______ spouse,  ________child,  _______ other

