
 
PATHWAYS COUNSELING CENTER 

 

CLIENT INFORMATION 
(The client is the individual who is actually seeing the therapist)  

 
__________________________________________________________________________________________ 
CLIENT LAST NAME                          FIRST                            MI                        SEX                                  PREFERRED NAME  
 
__________________________________________________________________________________________ 
MAILING ADDRESS                                                                                CITY                                                                  STATE/ZIP 
 
__________________________________________________________________________________________ 
HOME PHONE  CELL PHONE            WORK PHONE   EXT. #                                NAME OF EMPLOYER 
 
__________________________________________________________________________________________ 
DATE OF BIRTH          SOCIAL SECURITY #              MARITAL STATUS                 CONFIDENTIAL E-MAIL ADDRESS  
 

CONSENT FOR TREATMENT 
I/we, the undersigned, hereby consent to psychotherapeutic evaluation and treatment.  I authorize any 
representative of Pathways Counseling Center to leave messages at any of the phone numbers I have 
listed above.  NOTE: Do not list any phone numbers that you do not want us to call to confirm and/or 
change appointments.  
 
 
___________________________________       _______________      _________________________________ 
CLIENT SIGNATURE                                                    DATE SIGNED                PARENT/LEGAL GUARDIAN SIGNATURE 
 

SUBSCRIBER INFORMATION 
(The subscriber is the person who is the primary insured on the health insurance policy) 

 
__________________________________________________________________________________________ 
SUBSCRIBER LAST NAME                       FIRST                   MI                   SEX                          RELATIONSHIP TO CLIENT 
 
____________________________________________________________________________________________________________  
MAILING ADDRESS                                                                          CITY                                                         STATE/ZIP 
 
____________________________________________________________________________________________________________ 
INSURANCE CONTRACT OR ID #      INSURANCE COMPANY NAME        PLAN (HMO or PPO)        GROUP NUMBER 
 
____________________________________________________________________________________________________________ 
EMPLOYER NAME                                                             SUBSCRIBER SSN#                        SUBSCRIBER DATE OF BIRTH                
 

OFFICE USE ONLY 
 

AXIS I ____________     AXIS II ____________     AXIS III ____________     AXIS IV ____________     AXIS V ____________ 
 
$____________      $______________     #_____________     $______________     $_____________     ________________________ 
  DEDUCTIBLE     COPAY/COINS.       VISITS/YEAR       MAX BENEFITS    O-O-P MAX          EXCLUSIONS 
 
EAP PAYER __________________________________   MANAGED CARE PAYER ____________________________________ 
 
THERAPIST SIGNATURE ____________________________________________________ DATE ________________________ 
 
 



 
PATHWAYS COUNSELING CENTER 

 

CLIENT INFORMATION 
(page two) 

 
Client’s Name: ____________________________________________________________________________ 
 
Referred by: ______________________________________________________________________________ 
 
Primary Care Physician: ____________________________________ Phone: _________________________ 
NOTE:  Pathways Counseling Center will not relay any information to your PCP unless requested by you in writing. 
 
Have you seen another therapist or psychiatrist this year?   Yes      No    When? __________________ 
 
If yes, name of other therapist or psychiatrist: __________________________________________________ 
 

EMERGENCY CONTACT 
 

Name: _____________________________________________ Relationship: __________________________ 
 
__________________________________________________________________________________________ 
HOME PHONE                     CELL PHONE                      WORK PHONE   EXT. # 
 

MINOR  CLIENTS 
(17 years old or under) 

 
Biological Mother: _________________________________________________________________________ 
                                 FULL NAME                                                HOME PHONE            CELL PHONE          WORK PHONE 
 
Biological Father:  _________________________________________________________________________ 
                                 FULL NAME                                                HOME PHONE            CELL PHONE         WORK PHONE 
 
Please list all other adult family members that are active in the child’s life (ex: step or grandparent): 
 
__________________________________________________________________________________________ 
NAME                                                                         RELATIONSHIP                                                       BEST PHONE NUMBER 
 

__________________________________________________________________________________________ 
NAME                                                                         RELATIONSHIP                                                       BEST PHONE NUMBER 
 

__________________________________________________________________________________________ 
NAME                                                                         RELATIONSHIP                                                       BEST PHONE NUMBER 
 

__________________________________________________________________________________________ 
NAME                                                                         RELATIONSHIP                                                       BEST PHONE NUMBER 
 

__________________________________________________________________________________________ 
NAME                                                                         RELATIONSHIP                                                       BEST PHONE NUMBER 
 
Please list clients’ siblings: 

 
Name: ___________________________________ Age ______          Name: ___________________________________ Age ______ 
 
Name: ___________________________________ Age ______          Name: ___________________________________ Age ______ 
 
Name: ___________________________________ Age ______          Name: ___________________________________ Age ______ 
                                       
 


