
 

 east aurora psychological services 

Client’s Name________________________________________________  Age:___________                                    
 
Address:  ___________________________________________________________________ 
 
___________________________________________________________________________ 
 
Telephone (home):________________(work);           ____________(cell):_________________ 
 
At what telephone numbers) may we call you?______________________________________ 
 
Employer__________________________Primary Care Physician: ______________________ 

Who referred you to Dr. Brothwell ?_______________________________________________ 

Primary Insurance Company_________________________ID Number: __________________ 
 
Subscriber’s Name_______________________ Relationship to Client:___________________ 
 
Co-Pay/Payment Structure:       
 
Subscriber’s Date of Birth:     Client’s Date of Birth:    
 
Subscriber’s Social Security #________________Client's Social Security#________________ 
 
_________________________________>>>>>>>>>>>>>___________________________ 
 
 
Secondary Insurance Company__________________ID Number:_______________________ 
 
Subscriber’s  Name:_________________________ Subscriber’s  Date of Birth:____________ 
 
 
_________________________________>>>>>>>>>>>>>____________________________ 
 
 
If Client is a Child: 
Mother’s Name:     Father’s Name: ______________________ 
Birth Date:_______________________________    Birth Date:__________________________ 
Address:     Address: ____________________________ 
________________________________________    _________________________________ 
Phone:     Phone:_____________________________ 
Employer:       Employer:___________________________ 
Work #:     Work #: _____________________________ 
Child’s School:  __________________________   Child’s Grade: ________________________        

 


