MARILYN ROSS, LCSW 

4131 SPICEWOOD SPRINGS RD., Q-1

AUSTIN, TX 78759-8661

512-345-3139

NEW CLIENT INFORMATION

__________________________________________________     ___________________    ______________

Name of Client

           
 

                     Social Security Number
    Today’s Date

                                                                                                                 (Tricare only)
_________________________________________________________________________________________

Street Address



                 City 

       State          
Zip

___________________      __________________       _________​​​____________     ______________________
Home Phone

       Work Phone
               Cell Phone
        
               Date of Birth

(Please check boxes indicating numbers we may use to call you.)

_____________________________________           __________________________    _________________
Primary Insurance Company



  Name of Policy Holder
         Social Security #
                                                                                                                                               (Tricare only)
_____________________________________            _______________________       ____________________

Insurance ID Number



              Policy Holder’s Date of Birth      Relationship to Client
________________  ____________________             ______________________________________________


Group Number          Group Plan Name
               Policy Holder’s Employer

__________________________________________________________________________________________

Policy Holder’s Address (if different from above)
City

State



Zip

_____________________________________
________________________________________________

Secondary Insurance Company


  Name of Policy Holder

_____________________________________            _______________________       ____________________

Insurance ID Number



              Policy Holder’s Date of Birth      Relationship to Client

________________  ____________________             ______________________________________________


Group Number          Group Plan Name
               Policy Holder’s Employer

__________________________________________________________________________________________

Policy Holder’s Address (if different from above)
City

State



Zip

Please list the names and ages of everyone living in the household, and their relationship to the client.

__________________________________________________________________________________________

__________________________________________________________________________________________

Are there any members of the immediate family not living in the household?  If so, please give their name, relationship to client, and location.

__________________________________________________________________________________________

__________________________________________________________________________________________

How did you hear about this therapist?___________________________________________________________

Do we have permission to thank the referral source?  _______________________________________________

Please describe the problem that brought you here.

__________________________________________________________________________________________


__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

What are your wishes or goals for therapy?

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Please list all medications you are taking at this time.

	Medication
	Dosage
	Frequency
	Prescribing Physician

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Are you under the care of any other therapist or psychiatrist at this time?  If so, please indicate the name of the therapist and the type of therapy you are receiving from her/him.

__________________________________________________________________________________________

__________________________________________________________________________________________

