Marti MacEwan, MA, LMHC

Licensed Mental Health Counselor

10740 Meridian Ave. N.  Suite 203    Seattle, WA   98133

Tel: 206-362-8167     Email: marti@MartiMacEwan.com    Web: www.MartiMacEwan.com
Client Information

Name _____________________________ Age ____________ Date of Birth _________________
Home Address _____________________________________________________Zip: _______________

Employer _____________________ Occupation ______________________ Full time ___ Part time ___

Are you a student?   Yes / No   Where? _____________________________ Full time ___ Part time ___

Home Phone ________________ Work Phone __________________Cell Phone __________________

Can I leave a message at your home number?  Yes / No     Work? Yes / No       Cell? Yes / No
May I contact you by email?    Yes / No   Email address: ______________________________________

How did you hear about me? ___________________________________________________________ 

Did you see an ad anywhere? Yes / No    If so, where? _______________________________________ 

Person who referred you: ______________________________________________________________

Do I have your permission to thank them for the referral?  Yes / No    

Name of Primary Physician __________________________________ Phone Number ______________

Do I have your permission to let him/her know about our work together?  Yes / No    
Medications you are currently taking:

___________________________________________________________________________________

Are you currently in counseling/therapy with any other mental health professional? Yes / No    
Name:  _____________________________________________ Phone Number __________________

individual therapy ___ couples counseling ___ family counseling __ medications only ___ other ___

If I am going to bill your insurance company, please fill out the following information:

     Insurance Company _________________________________________________________________

     Telephone number __________________________________________________________________

     Insured person’s name ____________________ Their date of birth _______________

     Their insurance ID# or SS#  ___________________________
     Their relationship to you ________________________ Their employer ________________________

     Group or Plan # ________ Insurance Co. billing address ___________________________________

     _________________________________________________________________________________

*********

I, _______________________________ acknowledge that I have received a copy of Marti MacEwan’s Disclosure of Information and Office Policies.  I understand that she welcomes me discussing with her any aspect of her office policies or approaches to therapy at any time.  

.

Signed: __________________________________________ Date: __________________________

