
BELL CENTER FOR ANXIETY AND DEPRESSION 
 

Revised:  4/22/16 

Client Information Form 
       Date: ___________________ 

 
Client Name: ________________________________________________________________________________________________________ 

Address:   ________________________________________________________________________________________________________ 

________________________________________________________________________________________________________ 

Call? Msgs? 
Home Phone:  _______________________________   o       o E-Mail:   _______________________________________ 

Work Phone:  _______________________________   o       o Date Of Birth:  ________________________________________ 

Cell Phone:  _______________________________   o       o Age:   ________________________________________ 

        Gender:   o Male     o Female 

Referred By:  ________________________________________________________________________________________________________ 

Medication(s): ________________________________________________________________________________________________________ 

Physician(s): ________________________________________________________________________________________________________ 

o Check if the client is the financially responsible party.  

Additional Information for Spouse and Parents/Guardians 
Name:   ________________________________________ Name:   ________________________________________ 

Relationship: ________________________________________ Relationship: ________________________________________ 

Address:   ________________________________________ Address:   ________________________________________ 

                    ________________________________________                   ________________________________________ 

E-Mail:  ________________________________________ E-Mail:  ________________________________________ 

Home Phone:  ________________________________________ Home Phone:  ________________________________________  

Work Phone:  ________________________________________ Work Phone:  ________________________________________  

Cell Phone:  ________________________________________ Cell Phone:  ________________________________________  

o Check if this individual is the financially responsible party.   oCheck if this individual is the financially responsible party. 
Emergency Contact Information 

Name:  ________________________________________________________________________________________________________ 
    
Address:   ________________________________________________________________________________________________________ 
    
Phone:   _______________________________________  Relation:   _______________________________________ 

 

__________________________________________________________   __________________________________ 
Signature*         Date 
 
__________________________________________________________   __________________________________ 
Print Client’s Name        Relationship to Client 
*If parents are separated or divorced and have joint custody of the client, then both parents’ signatures are required. Only one parent’s signature is required if parents are married to each other. 

 

__________________________________________________________   __________________________________ 

Additional Parent Signature       Date 
 
__________________________________________________________   __________________________________ 

Print Name        Relationship to Client

 


