
Hollie French
Art Therapy & Counseling, LLC

Child/Adolescent Contact Information
Client Name: ___________________________________________Date: ___________________
Legal Name (if different):________________________________
Address:  ______________________________________________Date of Birth: ____________
City: ___________________State: _____ Zip:  _________________Gender: _________     Age: _______

Insurance Information
Primary Health Insurance:______________________________ Subscriber Name:_____
Relationship to Subscriber: _____________________________Subscriber Date of Birth:
ID number: _________________________________________Group/Policy #: ______

Additional Health Insurance:____________________________ Subscriber Name:_____
Relationship to Subscriber: _____________________________Subscriber Date of Birth:
ID number: _________________________________________Group/Policy #: ______
Type of Additional Coverage: Secondary EAP (Employee Assistance Program)

Financial Guarantor (Financially Responsible Person) Information
Name: _________________________________________________Relationship:________________
Address:  ______________________________________________Date of Birth: _______________
City: ___________________State: _____ Zip: ____________

Contact Information
Please complete information and check boxes below where relevant or available
Legal Phone /Text
Guardian? Messages OK?

Y e s  N o
  Mother’s Name ______________________________________________

              Home Phone ( )______________________________________
               Work Phone ( ) _____________________________________
                  Cell Phone ( ) ____________________________________

  Father’s Name _______________________________________________
              Home Phone ( )______________________________________
               Work Phone ( )______________________________________
                  Cell Phone ( )______________________________________

  Step-Mother’s Name  __________________________________________
                 Contact #  (         ) ______________________________________

  Step-Father’s Name ___________________________________________
                Contact #  (        ) _________________________________________
                  Contact #       (          ) _____________________________________

  Non-parent Legal Guardian's Name _______________________________
              Relationship to youth ______________________________________
                Contact #  (              ) ______________________________________
   Youth (client)________________________________________________
                Contact #  (               ) ______________________________________

Emergency Contact Information (other than the people noted above)

Name________________________________________Home Phone (          ) ___________________________________
Work Phone ( )_____________________________Cell Phone (          ) _____________________________________
Relationship to child: ___________________________

Primary Care Physician Information
Current Physician____________________________________________________________________________________
Physician Address___________________________________________________________________________________
Physician Phone ( )__________________________Physician Fax (           ) __________________________________

School Information
Current School_________________________________Primary teacher’s name _____________________________
Main contact at school __________________________School phone number (           ) __________________________
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