


Cassandra Kotlarchik PLLC
Cassandra Kotlarchik, LMFT, IMFT, CEDS-S
Phone: (425)405-2837
cassie@cassandrakotlarchikcounseling.com

CLIENT INTAKE FORM
(please print)

Today’s date: _____________

Client information

Last name: _____________________________ First name: _____________________________

Middle initial: ______	 Former names: ______________________________________________

What would you like to be called? __________________________________________________

Birthdate: ___________________Age: __________ Gender: ____________________________

Employer: ____________________________________ Work Phone: _____________________

Cell phone: ___________________________ Home Phone: _____________________________

What phones can I leave messages on? ______________________________________________

Address: ______________________________________________________________________

Email: ________________________________________________________________________

Who referred you/how did you hear about my practice? _________________________________

Emergency contact and relationship: ________________________________ Phone: _________

Person responsible for payment: ___________________________________________________

Relationship to client: _________________________________ Phone: _____________________

Insurance information

Insurance company name: ________________________________________________________

Policy number: _____________________________ Group number: ______________________

Provider relations phone number: _______________________ Co-pay amount: _______________

Main policy holder name: ________________________________________________________

Employer (if insurance is through work): ____________________________________________

Main policy holder date of birth: _________________ Relationship to client: _______________

Parent/Guardian information (for clients under 18)

Who does the client live with? _____________________________________________________

Are parents partnered, married, divorced, or separated? _________________________________

Who has legal custody of the client? ________________________________________________

Parent/Guardian 1 name: _________________________________________________________

Cell Phone: __________________________ Home Phone: ______________________________

Work Phone: _________________________ Employer: ________________________________

What phones can I leave messages on? ______________________________________________

Address: ______________________________________________________________________

Email: ________________________________________________________________________

Parent/Guardian 2 name: _________________________________________________________

Cell Phone: __________________________ Home Phone: ______________________________

Work Phone: _________________________ Employer: ________________________________

What phones can I leave messages on? ______________________________________________

Address: ______________________________________________________________________

Email: _________________________________________________________________

PLEASE READ THE FOLLOWING CAREFULLY

I hereby consent to treatment by Cassandra Kotlarchik, LMFT, IMFT, CEDS.  Although the chances for obtaining my goals for therapy will best be met by adhering to therapeutic suggestions, I understand that I have a right to discontinue or refuse treatment at any time.  I understand that I am responsible, however, for any balance due prior to a decision to stop therapy.

I understand that I am responsible for my fee payment at the time of service. I agree to be responsible for the full payment of fees and services rendered regardless of whether insurance reimbursement will be sought. 

Client signature: ____________________________________________ Date: _____________________

Guardian signature: __________________________________________ Date: _____________________
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