Private Practice of Kathleen M. Michaud, PhD

PO Box 140544 ▪ Garden City, ID 83714 ▪ 208-971-5806 ▪ Fax 208-629-1358

Confidential Client Information – PLEASE COMPLETE ENTIRE FORM BEFORE FIRST SESSION
Today’s Date _______________ *Referral Source (can not be left blank) ________________________________________
Client Last Name __________________ Middle Name  ____________________ First Name  ______________________
Birth date _____________   Age ______  *Soc Sec # __________________________    Marital Status _______

Address ________________________________________ City _________________ Zip ____________

Telephone ________________________________

Employer _______________________________________  Occupation  ___________________________
   Gross Income if seeking sliding fee_____________________________

Brief statement about your reason for seeking therapy and what you hope to gain __________________________________

___________________________________________________________________________________________________

Are there any medical issues of which I should be aware? _______________________________________________________

___________________________________________________________________________________________________
All Prescribed Medications and Dosages ____________________________________________________________________
___________________________________________________________________________________________________
Emergency Contact Name________________________________ Relationship _____________ Telephone ______________

Insurance subscriber if different than above- Name  _____________________________________ Birth date ___________
  Address  ____________________________________________________________________ Phone _______________

Primary Insurance__________________________________________________Co-pay__________________

   Member Number____________________________ Group Number ____________________________
Secondary Insurance__________________________________________________________________

   Member Number____________________________ Group Number ____________________________ 
Professional Service Agreement 

Co-payment is due in full at the beginning of each session by cash, check, or credit card. Any and all fees related to the collection of delinquent accounts will be the sole responsibility of the client indicated in this agreement. *PLEASE NOTE: Payment for sessions cancelled with less than 24 hours notice, or appointments missed without notification will not be covered by insurance, and incurred fees will be the responsibility of the client to remit in full.*
My signature indicates that I have read, understand, and agree to the payment policy above and in the informed Consent.

__________________________________________________________________________________

Client Signature






Date
Informed Consent 

I have received and read a copy of Informed Consent and agree to abide by its terms during our professional relationship. 

__________________________________________________________________________________

Client Signature






Date
