RIVER CITY PSYCHOLOGICAL SERVICES 
NEW CLIENT INFORMATION SHEET 

LAST NAME: _______________________  LEGAL FIRST NAME: ______________ AFFIRMED FIRST NAME: _____________ MI:  _____

ADDRESS: ________________________________________CITY: _______________________________ STATE: _____ ZIP :________

HOME PHONE: _________________________CELL PHONE: ______________________WORK PHONE__________________________
(Please indicate with a * which phone numbers we may NOT leave a message on)

DATE OF BIRTH: ____________ LEGAL GENDER: _______ IDENTIFIED GENDER: _________ AFFIRMED PRONOUNS: _____________
											             (SHE/HIM/THEY/ZE/OTHER)
OCCUPATION: ___________________________________________           MARITAL STATUS:   S     M     D      W

EMAIL ADDRESS: _________________________________________ (please review page 2 regarding use of email correspondence)

RESPONSIBLE PARTY: ______________________________________________ RESPONSIBLE PARTY’S SSN: _____________________
(If client is a minor, the responsible party is the parent or guardian bringing the minor for treatment and signing this form).

If different from client:  ADDRESS__________________________________CITY: __________________STATE: ____ ZIP___________

HOME PHONE_________________________CELL PHONE________________________WORK PHONE__________________________

PERSON TO CONTACT IN CASE OF EMERGENCY: ____________________________________________________________________
				                           Name                                              Phone#                                                  Relationship
INSURANCE INFORMATION

PRIMARY INSURANCE                                                                             SECONDARY INSURANCE
Policy Holder’s Name__________________________________   Policy Holder’s Name_____________________________________

Policy Holder’s DOB___________________                                        Policy Holder’s DOB________________________

Relationship to Client: _________________________________     Relationship to client: ____________________________________

Home Address (if different) _____________________________     Home Address (if different): _______________________________

____________________________________________________    ______________________________________________________

Insurance Company Name: ______________________________   Insurance Company’s Name: ______________________________

Policy Holder’s ID#_____________________________________    Policy Holder’s ID#_______________________________________

Group# _____________________________________________      Group#_______________________________________________

Employer Name: ______________________________________      Employer Name: _______________________________________

REFERRAL INFORMATION

How did you find out about River City Psychological Services?  (check appropriate box)

_____ Family Member      ______Friend(s)/Neighbors    _____ Web Search/Internet   ______ School System 

_____Lawyer/Mediator    ______Therapist                       _____ Physician/Family Dr.     ______Place of Worship

______Other (please specify) _______________________________________________________________
AUTOMATED APPOINTMENT REMINDERS

How would you like to receive appointment reminders?   (Check ONE option only)

______ Via text message to my cell phone number _________________________ (normal text message rates may apply)

______ Via email message to the following email address: ________________________________________

______ Via automated telephone message to my home or cell phone number: (_____) ______________________

______ None of the above, I’ll remember my appointments on my own


SIGNATURE REQUIRED

I acknowledge that I have read and understand all of the foregoing statements and that my signature below indicates that I agree to abide by all of the above conditions.   

· YES    
· NO	I have received a copy of the HIPAA Privacy Notice 



· YES 
· NO	I authorize the release of my medical information necessary to process my insurance claims and I authorize 
benefits to be paid directly to River City Psychological Services.  I agree to the payment in full of all charges not covered by my Insurance company.

· YES 
· NO	Appointment information, text messages, and emails ARE considered “Protected Health Information” under HIPPA. 	By checking “yes” and by my signature below, I am waiving my rights to keep this information completely private 
and requesting that it be handled as noted above. I understand that if I text or email my therapist or River City, I
am agreeing to responses received via text or email. Your email address or telephone number will never be sold or
shared with any other parties.



______________________________________________________                          _________________________
Signature of client/responsible party					 Date


DISCUSSION OF BILLING

If a parent or significant other is going to assist you in paying for services, please complete the following: 
I understand that my signature below allows discussion of insurance/financial/methods of payment only, and is NOT a release of information for any clinical information regarding my treatment or any other aspects of my relationship with River City Psychological Services.  If you do NOT want to approve this, please just disregard this section or “X” it out.    

I authorize River City Psychological Services to discuss my bill, methods of payment, and to accept payments from:

_______________________________________________           _______________________________________
NAME (of the person helping you with your bill)		   PHONE (of the person helping you with your bill)

_______________________________________________	   ______________________________
[bookmark: _GoBack]Your signature 						   Date
2

