
 

Psychotherapy Associates of Broward 
 
 

Client’s Name: ________________________________    Today’s Date________  

                                                                                                

Client Address:  ___________________________________________________ 

 

Home Phone: _____________________________________________________ 

Cell Phone: _______________________________________________________  

     

Date of Birth: _____________________________________________________ 

 

Sex: _____________________________________________________________ 

 

Social Security Number: _____________________________________________ 

 

Client’s employer: __________________________________________________ 

 

Referred By: ______________________________________________________  

   

Primary Doctor:____________________________________________________ 

 

Emergency Contact:_________________________________________________ 

 

Marital Status: _____________________________________________________ 

 

Presenting Concerns: _______________________________________________  

     

Medications: ______________________________________________________ 

 

Insurance Information 

 

Company Name____________________________________________________ 

 

Primary Card Holder: _______________________________________________ 

 

ID/Policy Number: _________________________________________________ 

 

Group Policy Number: ______________________________________________ 

 

Relation to Insured: _________________________________________________ 

 

Deductible: _____________________Phone: _____________________________ 

 


