[bookmark: _Hlk35882150]CLIENT DATA SHEET
Heal and Hope Counseling Services LLC  423-790-4906

Date ______________	First Appointment ______________

CLIENT INFORMATION ===============================================================================
Legal Name _____________________________________________     DOB _________________     Age _______
Address ____________________________________________________________________________________
Phone No __________________________
email address ________________________________________________________________________________
Gender    □  Male    □  Female    □  Other
Married?   □  Yes    □  No
Occupation    □  Employed    □  Student    □  Other
[bookmark: _GoBack]
PRIMARY CONTACT INFORMATION ====================================================================
Primary Contact:   □  Self    □  Other Name _________________________________________________________
Relationship _________________________________________________________________________________
Contact Phone No __________________________
Contact email address _________________________________________________________________________
Responsible for Billing   □  Yes    □  No

PAYERS ===========================================================================================
Payer Type:    □  Insurance    □  Self Pay    □  Other Private Payer
Primary Insurance Company Name _______________________________________________________________
Member ID No __________________________________     Provider Service No __________________________
Member Name on Card ________________________________________________________________________
Client Relation to Insured Member    □  Self    □  Spouse    □  Child    □  Partner    □  Other
Second Insurance Co Name & ID No ______________________________________________________________
Third Insurance Co Name & ID No ________________________________________________________________
Other Payer Info ______________________________________________________________________________

AUTHORIZATIONS and EAP’S ==========================================================================
Authorizing Party ________________________________________     Phone No __________________________
Auth Type:    □  EAP    □  Out-of-Network    □  Other _________________________________________________
No of Sessions _________     End Date ________________     Authorization Code _________________________
Other Restrictions ____________________________________________________________________________
