[bookmark: _GoBack]Client Demographics
Name: ____________________________________________________________________________________________
Address: ___________________________________________________________________________________________
Gender: (circle one)  M	F	DOB: _______________________	Soc Security Number*: ____________________
Best Daytime Phone: _____________________________________	Home Phone: ___________________________	
May we leave information on your voicemail: (circle one)	yes	no
Email Address: _____________________________________________________________________________________
Preferred method of contact: (circle one) 	Cell phone	Home phone	Email	Text
Billing Information:
Financially Responsible Individual : n/a, self	 Name: ____________________________________________________
Address: ___________________________________________________________________________________________
Relationship to Client: ______________________________________________________________________________
Primary Care Physician & Contact: ______________________________________________________________________
Did a Physician Refer you to our program? No	Yes: _______________________________________________________
How did you hear about our program?___________________________________________________________________
Which of the following best describes your primary goal for nutrition support?
 Eating Disorder Support	 Weight Management       Cardiology Concerns       Emotional Eating
 PCOS 				 Food Allergies	     Limited Food Acceptance
 Other: ________________________________________________________________________________________
In case of emergency, please notify:
Name: __________________________________________________	Relationship to patient: ___________________
Best Daytime Phone: _____________________________________	Home Phone: ___________________________	
Any specific information/considerations  you’d like the dietitian to know before working with you:


_______________________________________________________	______________________________________
Client Signature   (parent if patient under 18)				Date
*Social Security Number will not be disclosed for any reason and is only necessary if insurance is being billed or verified.
