Nancy W. Yeates, LCSW

CLIENT INFORMATION

Name:___________________________________________Date:_________________

Street:_______________________________________Birth Date________________
City:_____________________ State:___________Zip: _______________________
Home Phone Number__________________OK to call?_____SS#________________
Work Phone Number:___________________Cell:____________________________
Employer:____________________________________________________

Referred by:______________________________Reason:_____________

Emergency Contacts. Please list 2 names and numbers:

Name:________________________________Relationship:____________

Phone:_____________________________

Name:______________________________________Relationship:_______________

Phone:__________________________

Person Responsible for the Bill:

Name_______________________________________Relationship:________________

Home Phone:________________________Cell or Work Phone:__________________

Street, City, Zip:_________________________________________________________

You may release information necessary for billing to this person:________________

Primary Insurance Plan:

Name of Company:______________________________Phone:___________________

Address for Claims:______________________________________________________

Name of Insured:_______________________________Birth Date:________________

Policy Number:__________________________Group Number:__________________

Co-pay:__________Deductible:________________Yearly Max___________________

Secondary Insurance Plan:

Name of Company:_______________________________Phone:__________________

Address for Claims:______________________________________________________

Name of Insured:_______________________________Birth Date:________________

Policy Number:____________________________Group Number:________________

Co-pay:_______________Deductible:______________Yearly Max:_______________

