NEW PATIENT INFORMATION

(Minor Child/Adolescent)

Safe Harbor Counseling
Last Name of Patient: ______________________________________ First Name: ____________________________________

Address: ________________________________________City:___________________________State:________Zip:__________

Home Telephone: (     ) _________________________Work: (    ) ______________________Cell: (    ) ____________________
Date of Birth: __________________​​​​​_____
Father:  Last Name: ________________________________________
First Name: _____________________________________
Marital Status:     Married            Single           Separated          Divorced          Widowed
    Remarried
Deceased
Address: ______________________________________City: ____________________________State: ________Zip: __________

Home Telephone (     ) ____________________________Work (    ) ______________________Cell (    ) ___________________
Date of Birth: __________________​​​​​_____
Email address: ________________________________________________________
Mother:  Last Name: _______________________________________
First Name: _____________________________________
Marital Status:     Married            Single           Separated          Divorced          Widowed
    Remarried
Deceased
Address_______________________________________City____________________________State________Zip_____________
Home Telephone (     ) ____________________________Work (    ) ______________________Cell (    ) ___________________
Date of Birth: __________________​​​​​_____
Email address: ________________________________________________________
Custody information:
Joint Legal & Physical
Joint Physical
Sole Legal    Other: _______________________________
Payment Responsibility:

Responsible Party:   Name___________________________________________________________________________________
Responsible Party: Relationship to Patient_______________________________________________________________________
Responsible Party: Address and Telephone______________________________________________________________________
How were you referred?:_____________________________________________________________________________________
Who is the patient’s first appointment with? _____________________________________________________________________
In case of an emergency, who may we contact?
1.  Name_______________________________Relationship__________________________Phone_________________________
2.  Name_______________________________Relationship__________________________Phone_________________________
Payment for services is due at the time of your session(s).

By my signature below, I consent to consultation and/or treatment for the patient named above:

X_________________________________________ _________   X_______________________________________ _________
SIGNATURE OF PARENT/LEGAL GUARDIAN
   DATE
      SIGNATURE OF PARENT/LEGAL GUARDIAN  DATE
 

