THERAPIST USE ONLY

. LifeCycle .

FAMILY COUNSELING, INC. COPAY___MH SA

BILLING and/or INSURANCE INFORMATION

CLIENT INFORMATION

NAME E-MAIL
ADDRESS DATE OF BIRTH
MALE FEMALE (CIRCLE ONE)
CITY SOCIAL SECURITY #
STATE ZIP CODE MARITAL STATUS
CELL PHONE ( ) EMPLOYER
HOME PHONE ( ) PRIMARY PHYSICIAN
WORK PHONE ( ) REFERRED BY

RESPONSIBLE PARTY/PARENT OR GUARDIAN INFORMATION
THIS SECTION MUST BE COMPLETED IF CLIENT IS UNDER 18 YEARS OF AGE. THIS PERSON WILL RECEIVE ANY BILLS ACRUED AT LCFC

NAME WORK PHONE
ADDRESS EMAIL ADDRESS
DATE OF BIRTH
CITY MALE FEMALE (CIRCLE ONE)
STATE ZIP CODE SOCIAL SECURITY #
CELL PHONE ( ) EMPLOYER

HOME PHONE ( )

EAP/CAP/AAP INFO COMPLETE IF USING YOUR EAP | EMAIL CONTACT

EMPLOYER | GRANT PERMISION FOR LCFC TO SEND ME
EMPLOYEE INFORMATION (EG, NEWSLETTERS, CLINIC INFO, ETC.)
RELATIONSHIP TO CLIENT VIA E-MAIL. Please initial here:

PRIMARY INSURANCE INFORMATION

INSURANCE COMPANY POLICY HOLDER
CONTRACT # SOCIAL SECURITY #
GROUP # DATE OF BIRTH
EMPLOYER RELATIONSHIP TO CLIENT

SECONDARY INSURANCE INFORMATION

INSURANCE COMPANY POLICY HOLDER
CONTRACT # SOCIAL SECURITY

GROUP # DATE OF BIRTH
EMPLOYER RELATIONSHIP TO CLIENT

EMERGENCY CONTACT INFORMATION

SAME AS GUARDIAN ABOVE or NAME
RELATIONSHIP CELL PHONE HOME PHONE

SIGNATURE DATE




