A New Day Family Counseling Intake Information
Patient’s Full Name ___________________________________ DOB ___________   Sex _________ Race____________ 
Social Security# _______________________ Marital Status _________________Religion________________
Address ______________________________________ City __________________ State ______ Zip ___________
Phone ________________________   OK to Call?   Y    N          Leave Voicemail?  Y     N            Text?  Y    N
Email ____________________________    OK to Receive Email Messages?   Y     N
Interested in receiving my Newsletter? Y   N   Email  _______________________   Additional Email __________________
This is for periodic updates and articles of interest. I will not share your information with anyone and it is strictly confidential.                                            (Other Parent/Partner)

Employer/School ______________________Occupation ___________________ Phone Number: ___________________ 
Emergency Contact ___________________________________ Phone _____________________________________
Parent/Guardian Name ________________________________ Phone ________________________ Email ___________
Address _______________________________________ City ________________ State _________ Zip______________
Additional Parent Contact Name _________________________________ OK to Contact   Y   N
Address ________________________________________________ Phone _________________________
Presenting Issue ___________________________________________________________________________________
(Please write a brief phrase or sentence as to why you are seeking therapy.)
Physician ___________________________   Location __________________ Allergies ____________________________
Medical Diagnoses____________________________Medications____________________________________________
Insurance Company ______________________________________ Phone _____________________________
Insured’s Last Name ____________________ First Name _____________ DOB ________ Marital Status _____________
Social Security #________________________________________    Relation to Patient ________________________ 
Group Policy #:_________________Policy ID # ___________________________________ 
Secondary Insurance Company ______________________________________ Phone ___________________________
Insured’s Last Name ____________________ First Name _____________ DOB ________ Marital Status ____________________
Social Security #________________________________________     Relation to Patient ___________________________ 
Group Policy #:____________________Policy ID # ________________________________________________________
The above information is true to the best of my knowledge.  I authorize benefits to be paid directly to the provider and to release information to process my claims.   I understand that I am financially responsible for any outstanding balance on my account. 
Patient Signature (12 & older)________________________________________________ Date ______________________
Parent Signature __________________________________________________________ Date _____________________
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