Janine Laux-Trautwein

Licensed Marriage and Family Therapist

11740 Dublin Blvd., Suite 206
Dublin, CA. 94568

510-610-2158 /Fax 925-456-6009

CLIENT INFORMATION

NAME__________________________________________________BIRTHDATE___________________

ADDRESS_____________________________________________________________________________

HOME PHONE #__________________________________ WORK/CELL #________________________

MINOR___SINGLE___MARRIED___ DIVORCED ___ SEPARATED__ WIDOWED___

OCCUPATION_________________________________________________SS# ____________________

EMPLOYER/SCHOOL __________________________________________________________________

IS IT OKAY TO CALL YOU THERE?______________________________________________________

BUSINESS ADDRESS __________________________________________________________________

EMERGENCY CONTACT ______________________________________ PHONE# ________________

OTHERS IN HOUSEHOLD

NAME



BIRTHDATE/AGE


RELATIONSHIP

____________________________________________________________________________________________________________________________________________________________________________

INSURED’S INFORMATION: AT THIS TIME I DO NOT ACCEPT ANY INSURANCE
NAME ___________________________________________RELATIONSHIP TO YOU______________

ADDRESS ____________________________________________________________________________

EMPLOYER ___________________________________________WORK# ________________________

DATE OF BIRTH _______________________________________________________________________

INSURANCE COMPANY ________________________________PHONE # _______________________

ADDRESS ____________________________________________________________________________

PLAN NAME __________________________________________________________________________

I HEREBY ASSIGN BENEFITS TO BE PAID DIRECTLY TO JANINE LAUX-TRAUTWEIN, MFT ____________ (INITIAL)

GROUP# _____________________________________________ ID# _____________________________

MEDICAL:

DO YOU HAVE ANY CURRENT MEDICAL PROBLEMS? ______________________________________________________________________________________

ARE YOU CURRENTLY TAKING ANY MEDICATIONS?

LIST__________________________________________________________________________________

NAME AND PHONE# OF PRESCRIBING DOCTOR?

______________________________________________________________________________________

IF YES, DOSAGE, REASON, AND HOW LONG?

