
 

Client Name: ___________________________ 1 

 

Evaluation  Form 
 

 

Client Name:        Date of Evaluation:   

Address:        

City, State, Zip:        Referral Source:   

Phone Number:        SS#:     

 

Employer Name:        Client’s DOB:   

Address:        

           Marital Status:    

Phone:        

 

 

Insured’s Name:        Insured’s SS#:    

Insured’s Address:       Insured’s DOB:   

        

 

Insured’s Employer Name:     

 

 

E-mail Address:       

 

 

Primary Insurance:       Policy#    

Phone#:         Contact Name:   

 

Authorization Number:       Copay:  /        Visits/cal Yr. 

 

Number of sessions: Dates of Auth:    

 

 

For Adult Patient’s: 

 

Spouse’s Name:         

Address:         DOB:     

          

Phone:          

 

 

 

Household Composition: 

Name Relationship to Pt. Age 

   

   

   

   

   

   

 


