PSYCHOLOGY CENTER

7441 0 STREET,  SUITE 402
LINCOLN, NE  68510

Personal Data Record
                             Date___________________
________________________________________________________        _______________________ 

Client Name








D.O.B.
________________________________________________________        _______________________

Address







   Zip                    Home Phone #
________________________________________________________        _______________________
Employer





      Work Phone #
Cell Phone #


________________________________________________________       ________________________
Spouse/Significant Other




              D.O.B.

Home Phone #
________________________________________________________       ________________________
Employer





        Work Phone #            Cell Phone #
________________________________________________________        ________________________
Soc. Sec. #



                     Health Insurance ID               Primary Insured Name
____________________________________________________________________________________
Emergency Contact Person : Name   Address    Phone #


                                                                                                      Self _____________Spouse______________
M  ___D  ___S  ___W ___                                                             Highest level of education completed                                                                           
Marital Status



                       # of Years
________________________________________________              _____________________________________________
 Children:           Name                                     D.O.B.
Name

                       D.O.B.
________________________________________            _____________________________________
                             Name                                      D.O.B.                                 Name                                                   D.O.B.

If Client is under age 19:  _________________________________________________________________
                                                      Mother’s Name & Phone #  
                                   _________________________________________________________________

                                              Father’s Name & Phone #  

  _______________________________________             _____________________________________


Referred by




                 Primary Care Physician
Previous Counseling (when and with whom)_____________________________________________________

Medication Currently Using________________________________________________________________

___________________________________________________________________________________
 









           Prescribing Physician 

Occasionally it may be necessary or useful for me to communicate with you.  Please initial any of the 

following to indicate your authorization for me to contact you:

Home______ Work______ Answering Machine______ Voicemail______ Work Voicemail_________              
Signature below is consent for treatment and an agreement to pay and submit to insurance company:

Client Signature_____________________________________________________     _______________     

     








                                              Date

Parent/Guardian Signature:____________________________________________      _______________













   Date

Please read and sign the HIPAA and Outpatient Services Contract forms (click on Forms tab)

