Stephen Weathersbee, LMFT

P.O. Box 9969, Tyler, TX 75711-2969 

(530) 722-5212

Client Information Sheet

Client Name:  _________________________ Phones: hm ___________ cell _____________ wk ___________
Address:  ______________________________ City______________________ State_____ Zip_____________
Name of spouse, partner: ____________________________            Marital Status _______________________
Client’s Age: ________ D.O.B.: ______________  Sex: _________  

Social Security (or D.L.) #:__________________ Church/religious affiliation:___________________________

Employer:  _________________________ Phone:  __________ Referred by: ___________________________

Children (including step-children, grown children):

Name:  ________________________________________________                                         Age:  _________

Name:  ________________________________________________                                         Age:  _________

Name:  ________________________________________________                                         Age:  _________

Name:  ________________________________________________                                         Age:  _________

Name:  ________________________________________________                                         Age:  _________

Please describe the primary reason that brings you to counseling at this time:  ___________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Fee Arrangement                                       Please check the method of payment:  

__Cash __Check __Bank Card; Ins. Co. _____________________ I.D. # on Ins. Card ____________________  
Name of Subscriber on Insurance Policy: __________________________ Subscriber’s DOB:  ______________    
Note:  We will be glad to bill your insurance company as a courtesy, but since we cannot guarantee payment, you are primarily responsible for all fees.  Legally, we must collect co-pays (we cannot waive them by law), and these are due at the beginning of the session.  You will be charged $75.00 for any “no show” (or  cancellation with less than 24 hours’ notice).  Your signature below authorizes us to correspond with your insurance provider, and indicates your understanding and agreement to this policy.  

Consent to Treatment:  This authorization for treatment must be signed by the parent or legal guardian of the client if s/he is under the age of 18.  Receiving psychotherapy treatment is voluntary (except when mandated by court; even so, client has choice of therapists), and termination of therapy is at the discretion of the client, the parent/guardian, the therapist, and the insurance company (if any).  

Therapy can sometimes be a painful process emotionally, and symptoms can seem to become worse before they become better.  Relationships can change in ways the client does not expect or anticipate.  Near the beginning of treatment, goals will be developed between you and the therapist and will be reviewed periodically to determine progress.   When the goals are met, as mutually agreed, we will walk through the process of ending therapy.  

By signing below, you are indicating that you understand the above, have discussed any concerns you may have with the therapist, and you consent to treatment for yourself, and/or any minor child designated as client.    

_________________________________________                                        ____________________

                    Signature of Client                                                                                      Date         

_________________________________________                  _______________________________________
     Name of Parent (if Client is under age 18)                                       Signature of Parent of Minor Client 
