WYNNE SHAW, LPC-S
CHILD CLIENT INFORMATION

Name of child ________________________________________________________________
 Sex____	DOB ____/____/____		School _________________________ Grade_____
Child’s Social Security #  ______-_____-________   
Parent(s) Name: _________________________________  Marital status __________________
Address __________________________________________________________________
City/State__________________________	Zip ___________  Email: _____________________
Contact #:  Cell (       )______-________	Work (      )______-________
Which contact # do you prefer? __________  Can I leave a message at that number?  ______
Are there any custody orders in place regarding this child?____________________________
[bookmark: _GoBack]By law I cannot begin therapy with a child until I have a copy of custody orders.
INSURANCE INFORMATION:
If you would like me to file a claim with your insurance company, please provide the following.  
Name of Primary Insured_________________________________________
Primary Insured DOB____/____/____	Primary Insured SS# ______-_____-_______ 
Relationship to child____________________________
Primary Insured Employer________________________________________________________
Insurance Company ___________________________	Phone: _______________________
Address:_______________________________________________________________________
Policy/Id #___________________________________	Group #  __________________
I authorize Wynne Shaw Counseling Services to provide information required by insurance carrier to pay claims.  
Signature  ___________________________________ 	      Date _____________________
