MICHAEL LIPSTEIN, MA, LMFT, PS_________________





S. 820 McClellan, Suite 411 * Spokane, Washington 99204 * (509) 838-8168 * Fax: (509) 838-8256

CLIENT INFORMATION
                                                                             FIRST APPOINTMENT DATE: _____________________________
CLIENT NAME: ___________________________________________ DATE OF BIRTH: _____________________

STREET ADDRESS: ____________________________________SOCIAL SECURITY NO:_____________________

MAILING ADDRESS IF DIFFERENT___________________________ DRIVERS LICENSE #__________________

CITY _______________________________________ STATE_____________ ZIP__________________________

 HOME PHONE___________________ CELL PHONE_______________ BUSINESS PHONE______________

*PLEASE CHECK IF OK TO LEAVE MESSAGES ON ABOVE LISTED PHONE NUMBERS*
GENDER:    Male    Female                                   MARITAL STATUS:  S        M       D        SEP         WID

EMPLOYER: ______________________________OCCUPATION: _______________________________   FT   PT

ADDITIONAL PARTICIPANT_____________________________________DATE OF BIRTH________________

STREET ADDRESS_________________________________SOCIAL SECURITY NO:________________________

MAILING ADDRESS IF DIFFERENT________________________________ DRIVERS LICENSE#______________

CITY_________________________________________STATE____________ZIP_____________________________

HOME PHONE _________________CELL PHONE___________________BUSINESS PHONE______________

*PLEASE CHECK IF OK TO LEAVE MESSAGES ON ABOVE LISTED PHONE NUMBERS*

GENDER: MALE     FEMALE                              MARITAL STATUS:   S       M       D       SEP       WID

EMPLOYER_______________________________OCCUPATION_______________________________   FT  PT

PERSON RESPONSIBLE FOR THIS ACCOUNT

If same as client, check here  
NAME:  _______________________________________________ DATE OF BIRTH: __________________________

ADDRESS: ____________________________________________________PHONE:  ___________________________

CITY:___________________________________________________STATE________________ZIP_______________

EMPLOYER: ________________________ OCCUPATION__________________BUSINESS PHONE: ____________

SOCIAL SECURITY #: _______________________________________CHECK ONE: Full-Time        Part-Time_____

INSURANCE INFORMATION

INSURANCE COMPANY: __________________________________________________________________________

POLICY OR MEMBER #___________________________________________ GROUP # _______________________

INSURED’S NAME: ________________________________________ DATE OF BIRTH: ______________________

AUTHORIZATION RECEIVED? YN    AUTH #______________________________________________________

DO YOU HAVE A SECONDARY INSURANCE?  IF SO, NAME OF COMPANY______________________________

INSURED’S NAME________________________________________ POLICY OR MEMBER #___________________

PRIMARY CARE PHYSICIAN________________________________OTHER PROVIDER______________________

BY WHOM WERE YOU REFERRED TO US?___________________________________________________________

