Susan Bacharz Guenther, L.C.P.C., D.C.C.
Client Intake Information
Client Name 	________________________________________________________________________

Address	________________________________________________________________________
		
Birth date: _________________ Occupation _______________________________________________

Home phone __________________ Cell phone___________________ Work phone________________

Best phone to leave a message? ____________ Email address_________________________________

        By initialing here, I consent to receive messages regarding scheduling/cancelling of appointments: 
        on my _______ phone (_____); via email (_____)
                                         initial here                     initial here
Emergency Contact:
Name	__________________________ Phone ________________ Relationship___________________
May I leave a message for this person?  Yes or No

Additional clients, family members, significant others:
     Name		Birth Date	Relationship to Client 			School year/Occupation
1.  _________________________________________________________________________________

2. _________________________________________________________________________________

3. _________________________________________________________________________________

4. _________________________________________________________________________________

Referred by: _________________________________________________________________________

Other treatment provider: _____________________________________Phone: ___________________

Person responsible for payment, if different than client:  Name________________________________
Address	_______________________________________________________________________
Home phone ___________________ Cell phone_________________ Work phone_________________

Medical Insurance Plan: ___________________________________ ID _________________________
Group # ____________Subscriber Name: ________________________ Subscriber DOB: __________

Assignment of Benefits
I consent to my insurance benefit being directly paid to Susan Bacharz Guenther, L.C.P.C., in payment of therapy services rendered to me.  I give permission to Susan Bacharz Guenther to send required 
information to my insurance company or EAP. I am aware that I am placing my signature on file.  

_________________________________________________________________ Date			
 Signature
_________________________________________________________________ Date			
 Signature

Client signature (age 12 and older) _____________________________________ Date__________
[bookmark: _GoBack]Parent/guardian signature ____________________________________________ Date__________
