Client Information
LAST NAME_______________________________ FIRST NAME____________________________ MI__________
PARENT NAME(S) (if under 18)_____________________________________________________________________
ADDRESS__________________________________________ CITY________________________ ZIP____________

HOME PHONE  (_____)________________________  OK TO LEAVE A MESSAGE?  YES / NO (circle)

CELL PHONE  (_____)________________________   OK TO LEAVE A MESSAGE?  YES / NO (circle)






           OK TO TEXT?  YES / NO (circle)
EMAIL____________________________________________________________
AGE_______ DATE OF BIRTH _______/_________/____________                 
IF YOU ARE UNAVAILABLE CAN WE LEAVE INFORMATION WITH SOMEONE OTHER THAN VOICEMAIL?
YES / NO (circle)  NAME OF THAT PERSON__________________________________________________________
EMERGENCY CONTACT_____________________________________ RELATIONSHIP_____________________

EMERGENCY CONTACT’S PHONE NUMBER_________________________  

Client Authorizations
I hereby provide my informed consent to receive psychological treatment by Elizabeth Bolash, PsyD, PC for myself and/or my child(ren).
I authorize Dr. Elizabeth Bolash to furnish information to insurance carriers concerning my diagnosis and treatment.  I hereby authorize benefits to be paid directly to her for mental health/medical services rendered to myself or my dependents.  I understand that I am responsible for any amount not covered by insurance and acknowledge that I agree to the policies outlined in the Client Contract.    

CLIENT SIGNATURE __________________________________________________________________________ 

PARENT/GAURDIAN SIGNATURE (if under 18) _____________________________________________________
DATE __________________________
