Center for Cognitive Behavior Therapy
Dennis L. McKnight, Ph.D.

Lauren E. Atkinson, LCSW

Jennifer Connolly, LCSW

Erik D. Nelson, M.A. 
Client Information Sheet

***Payment is required on Each Visit***
***Cancellation of appointments must be given 24 hours in advance***
Date: ______________
Patient’s (Child’s) Name:________________________________________________________                                                                                                                             

                             
           Last                           First                             Middle                          Maiden
Address:_____________________________________________________________________                                                                                                                                           

           Street or Box Number                         City                    County                  State               Zip

Home: (      )                               Business: (       )                           Cell: (      )________________                                      Birthdate:                                       Age:                 Sex: M  F   Marital Status: SGL  M  SEP  D  W   

Birthplace: ________________ Place of Employment: _________________________________
Spouse/Parents (Please circle):___________________________________________________                                                                                                        
Home: (      )                             Business: (      )                          Cell: (       )_________________                                   
Person to Contact in Emergency:                                            Phone:(      )__________________                                    
Person Responsible for Payment:                                        Relationship:___________________                                      
Billing Address________________________________________________________________                                                                                                                                
 

Please List Prior Psychiatric Treatment: (when, where, and with whom):__________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________                                                     
                                                                                                                                                                                                                                                                                                      Please List All Present Medications: (name, strength, and dosage):_______________________________________
______________________________________________________________________________________________________

______________________________________________________________________________________________________                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                            
Name of Referral:______________________________________________________________                                                                                                                              
       (CIRCLE ONE)                     DOCTOR     ATTORNEY     MINISTER     COUNSELOR     EMPLOYER     FRIEND
Address/Name of Practice:_______________________________________________________                                                                                                              

Name of Family Physician:_______________________________________________________                                                                                                                
Practice Name:                                                         Phone # (      )________________________                                                 
Pharmacy:                                                                 Phone # (      )________________________
                                                
I voluntarily consent to outpatient psychological care encompassing interview questions, diagnostic procedures, and psychological treatment.  I am aware that Lauren Atkinson, LCSW is a Licensed Clinical Social Worker and not a physician.  As part of my psychological treatment, I am aware and voluntarily consent to Lauren Atkinson, LCSW consulting with a psychiatrist, physician, her assistants or who she may designate, as may be necessary in her judgment, for my psychological treatment.  I am aware that the practice of psychology and the medical treatment for psychological problems and disorders is not an exact science and I acknowledge that no guarantees have been made as to the result of my examination or treatment.

Witness:                                                                                          Date:    _________________________                                                                   
Signature of Client (if over 18 yrs. Old):                  ___________________________________________                                                                                                        
(If client is a minor, complete the following.)
I hereby consent on the behalf of                                                               (client’s name), who is a minor, for above stated psychological treatment. (I / we) verify that (I / we) have (sole/joint) legal custody of said minor                                              in order to give permission for above stated psychological treatment.

Witness:                                                    Date:                                  Signature:  ____________________                                                         









                      Parent or guardian
FINANCIAL RESPONSIBILITY
The undersigned, in consideration of outpatient services to be rendered by Lauren Atkinson, LCSW, to the patient described on the reverse side of this form, does hereby agree to pay on demand all charges for said incidentals incurred on behalf of such patient.  I understand that if I cancel an appointment with less than 24 hours of notice or do not show for an appointment I am responsible for that payment of that session. I also understand that if payment is not received that further action may be taken in order to secure such payment.  

Witness:                                                    Date:                        Signature:                    ________________                                                  
CO-SIGNER OF FINANCIAL RESPONSIBLITY

The undersigned, in consideration of outpatient services to be rendered to the patient described on the reverse side of this form, by Lauren Atkinson, LCSW, I do hereby agree to be responsible and pay on demand all charges for said incidentals incurred on behalf of such patient. I understand that if the patient cancels an appointment with less than 24 hours of notice or does not show for an appointment I am responsible for that payment of that session. I understand that I am responsible for payment and that if payment is not made then further action may be taken in order to secure such payment.

Witness:                                                          Date:                             Signature:         ________________                                                 
RELEASE OF INFORMATION FOR FINANCIAL COVERAGE
My attending psychologist or physician or whom he may designate are hereby authorized to release any psychological or medical information required in the processing of applications for financial/insurance coverage for services rendered.  

Witness:                                                                                            
Date:            ____________________                            
Client; Responsible Party:  Policy Holder (other than patient):  

Print:_____________________________Sign:_______________________________Date:___________
