
CLIENT INFORMATION  Provider: Andrea Forlina, LCSW, RPT-S 

 

Today’s Date: _____________________    

Client Information: 

Name: _________________________________________________________________ 

DOB: ____________ Age: _____ Gender: _________ Race: ______________________ 

Parents’/guardians’ Information: 

Name:__________________________________________________________________ 

Home Address/zip: ________________________________________________________ 

Phone: (C)_________________(W)__________________Email: ___________________ 

Name: __________________________________________________________________ 

Home Address/zip: ________________________________________________________ 

Phone: (C)_________________(W)__________________ Email: __________________ 

Client’s School 

Name: __________________________________________________________________ 

Address: _______________________________    Phone: ________________________ 

Client’s Medications: 

Name: _________________ Dose: ________________ Prescribed By: _____________ 

Name: _________________ Dose: ________________ Prescribed By: _____________ 

Insurance (please provide a copy of the insurance card): 

 

Name of Insured: _______________________ Date of Birth: ______________________ 

Insurance Company: ______________________________________________________ 

ID#: ____________________________________ 

Type of Mental Health coverage (deductibles, co pays, # of visits per year, etc): 

________________________________________________________________________ 

 


