








Dx:___________

Stephen K. Greenhouse, Psy.D.
1728 W. Marine View Dr., Suite 109

Everett, WA 98201-2094

(425) 252-9216

CLIENT DATA SHEET







    Date
:___________
Client Name:_____________________________________________________________

Address:_________________________________________________________________



Street




City

State

Zip
Home Phone:__________________________   Work Phone:_______________________

Cell/Pager/Message:_______________________________________________________

DOB:______________ Age:______ SSN:______________________________________

Occupation:______________________ Employer: _______________________________
Emergency Contact:_________________________________ Phone:_________________

Gender:_____ Marital Status:____________ Children:_____________________________

Referral Source & Phone #:__________________________________________________

Current Physician:___________________________________Phone:_________________

Date of Last Physical Exam:_____________________ 
Spouse’s Name

(Parent’s Name if client is a minor)_____________________________DOB:___________

Insurance Name:__________________________ Provider Contact Phone:_________________


Policy ID #:_________________________ Group #: ________________________

Claim Mailing Address: _________________________________________________


Policy Holder’s Name:__________________________________ DOB:___________

2nd Insurance Name:__________________________ Provider Contact Phone:_______________


Policy ID #:_________________________ Group #: ________________________


Claim Mailing Address: _________________________________________________


Policy Holder’s Name:__________________________________ DOB:___________

