
Date:	
  _________________________	
  
	
  
	
  
FEATHERGILL	
  &	
  ASSOCIATES	
   	
   	
   THERAPIST:	
  ____________________	
  
New	
  Client	
  Information	
  
	
  
Last	
  Name:_________________________________________________	
  First	
  Name:	
  ____________________________________________	
  
	
  
Middle	
  Initial:	
  _________	
  Nickname:	
  __________________________________	
  Date	
  of	
  Birth:	
  ______________________________	
  
	
  
Gender:	
  	
  ____	
  Female	
  ____	
  Male	
  	
  Marital	
  Status:	
  	
  ____	
  Married	
  	
  ____	
  Single	
  	
  ____	
  Other_______	
  
	
  
Employment	
  Status:	
  ____Employed	
  ____	
  Full	
  Time	
  Student	
  ____Part	
  Time	
  Student	
  	
  ____	
  Other	
  
	
  
Referred	
  by:	
  __________________________________________________________________________________________	
  
	
  
For	
  Therapist	
  Use:	
  	
  
Diagnoses	
  Codes:	
  	
  1.	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  2.	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  3.	
  
	
  
Allergies:	
  _____________________________________________________________________________________________________________	
  
	
  
Condition	
  Related	
  to	
  Employment?	
  	
  	
  ____	
  Yes	
  	
  ____	
  No	
  	
  
	
  
Condition	
  Related	
  to	
  an	
  Auto	
  Accident?	
  	
  ____	
  Yes	
  ____	
  No	
  	
  	
  State	
  Accident	
  Occurred	
  in?	
  ________	
  
	
  
Condition	
  Related	
  to	
  any	
  other	
  Accident?	
  	
  ____	
  Yes	
  	
  ____	
  No	
  
	
  
Email	
  Address:	
  _______________________________________________________________________________________	
  
	
  
Address	
  Line	
  1:	
  ______________________________________________________________________________________	
  
	
  
Address	
  Line	
  2:	
  (optional)	
  _________________________________________________________________________	
  
	
  
City	
  ________________________________	
  State	
  _________________________	
  	
  Zip	
  Code:	
  ______________________	
  
	
  
Home	
  Phone	
  #:	
  ________________________________________	
  Work	
  Phone	
  #:	
  ____________________________	
  
	
  
Cell	
  Phone	
  #:	
  __________________________________________	
  Preferred	
  Contact	
  #:	
  	
  Home	
  	
  	
  	
  Work	
  	
  	
  	
  	
  Cell	
  
	
  
Emergency	
  Contact	
  Name:	
  _____________________________________________	
  	
  	
  	
  	
  Phone:	
  ______________________	
  
	
  
Other	
  Responsible	
  Party	
  (Who	
  pays	
  bill?)	
  ______________________________________________________________	
  
	
  
Responsible	
  Party	
  Address:	
  ______________________________________________________________________________	
  
	
  
City:___________________________________________	
  State:__________________	
  Zip	
  Code:	
  __________________________	
  
	
  
Would	
  you	
  like	
  an	
  appointment	
  reminder?	
  	
  _____	
  Yes	
  _____	
  No	
  	
  	
  ____	
  Phone	
  _____	
  Email	
  _____	
  Text	
  
	
  
Client	
  Signature:	
  ______________________________________________________	
  Date:	
  ______________________________	
  	
  



	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  
INSURANCE	
  INFORMATION:	
  Please	
  complete	
  this	
  section	
  if	
  using	
  insurance.	
  Present	
  card	
  to	
  therapist.	
  
	
  
Primary	
  Insurance	
  Company:	
  _______________________________________________________________________________________	
  
	
  
Insurance	
  ID	
  #:	
  _____________________________________________________Group	
  #:	
  _______________________________________	
  
	
  
Effective	
  Date:	
  _______________________	
  	
  Patient’s	
  Relationship	
  to	
  Insured:	
  	
  ______	
  Self	
  ______	
  Spouse	
  ____	
  Child	
  
	
  
Insured’s	
  Name:	
  (Last,	
  First	
  MI)	
  ____________________________________________________________________________________	
  
	
  
Insured’s	
  Street	
  Address:	
  ___________________________________________________________________________________________	
  
	
  
City:	
  ___________________________________________________	
  State:	
  _________________	
  	
  Zip	
  Code:	
  ___________________________	
  
	
  
Insured’s	
  Phone	
  Number:	
  _____________________________________	
  	
  	
  
	
  
Insured’s	
  Date	
  of	
  Birth:	
  	
  ________________________	
  	
  	
  	
  Insured’s	
  Gender:	
  	
  ____	
  Female	
  ____	
  Male	
  	
  	
  	
  	
  	
  	
  	
  
	
  
Insured’s	
  Employer:	
  ________________________________________________________________________________________________	
  

	
  
Secondary	
  Insurance	
  Company:	
  ___________________________________________________________________________________	
  
	
  
Secondary	
  Insurance	
  Address:____________________________________________________________________________________	
  
	
  
Secondary	
  Insurance	
  Phone	
  #:	
  __________________________________________	
  
	
  
Other	
  Insured’s	
  Name	
  (Last,	
  First,	
  MI):	
  ____________________________________________________________________________	
  
	
  
Other	
  Insured’s	
  Address:	
  ____________________________________________________________________________________________	
  
	
  
Other	
  Insured’s	
  Gender:	
  _____	
  Female	
  _____	
  Male	
  	
  	
  	
  Other	
  Insured’s	
  Date	
  of	
  Birth:	
  ______________________________	
  
	
  
Other	
  Insured’s	
  Policy	
  ID	
  #:	
  	
  ___________________________________________	
  	
  Group	
  #:	
  _________________________________	
  
	
  
Other	
  Insured’s	
  Employer:	
  __________________________________________________________________________________________	
  	
  	
  	
  	
  	
  


