                                                                                                          Case # ________________

                                                                                                                        Diagnosis Code ________________
Kolpia Counseling Services, INC.

Client Profile


Information on this form is held in the strictest confidence and will not be released without your written approval. Please fill out this form as thoroughly as possible to help facilitate your enrollment.  This form must be signed and dated at the bottom.
Name:________________________________________________D.O.B:______________Age:_______M / F

Marital Status:        Single      Married      Divorced      Legally Separated      Widowed    (circle one)

Mailing Address: _________________________________ City: _____________ State: ______ Zip: ________

Street Address:__________________________________________________ City:_____________________

State: _____________ Zip: ______________ Phone: ______________________ Cell:___________________
E-Mail Address:___________________________________________________________________________ 

Drivers License #:________________________________ Social Security #:___________________________

Employer:_______________________________________________ Work Phone #:____________________

Reason for Visit: (i.e. DUI, MIP, Marriage)______________________________________________________

Referred by: (i.e. Self, Physician, JCCC, JUV. Dept, Probation)_____________________________________

Probation Officers Name: (if applicable)________________________________________________________

Is it okay to send information to your home address?_______ To leave a message at phone # given?_______

Responsible Party / Financial Information

Spouse/Parent Name: (if different than client) __________________________________ D.O.B. :__________ SS#:_____________________ Employer: (name & address)_______________________________________

Address:_________________________________________________________________________________

Do you have health insurance? Yes or No (circle one)     Name of Company:___________________________

Do you want Kolpia Counseling to bill your insurance company?       Yes     or          No   (circle one)

Subscriber’s Name:_____________________________ Relationship to Client:_________________________

Subscriber’s DOB: _____________  ID/Policy #:_______________________  Group #: __________________

Primary Care Physician:_________________________________ Date of last Physical Exam:_____________

I understand and agree that (regardless of my insurance status), I am ultimately responsible for the balance of my account for any professional services rendered. I have read and understand all of the information on this form and have completed the answers. I certify this information is true and correct to the best of my knowledge. I will notify you of any changes in my status of the above information. I authorize Kolpia Counseling Services to bill my insurance company for services rendered. If I choose not to use my insurance, or do not have any, then I will be responsible for payment at time of service. 

______________________________________________                              _______________________

Signature of Client                                                                                             Date

______________________________________________                               _______________________

Signature of Parent (if minor)                                                                             Date



 Rev Date: 2/20/09


