
Name of HRC Clinician _________________________________________________ Date ________________ 

HRC BEHAVIORAL HEALTH & PSYCHIATRY, PA


Client(s) Name ______________________________________________________________________________ 
Address ___________________________________________________________________________________ 

City _______________________________________ State ____________________ Zip ___________________ 
Home Phone __________________ Work Phone _____________________ Cell Number___________________

Email _____________________________________________________________________________________ 
Date of Birth____/____/____ Gender:__________________  What  are your pronoun(s)?___________________


If Child/Student:

Parent/Guardian #1:___________________________ Phone:________________ Email:______________________

Parent/Guardian #2:___________________________ Phone:________________ Email:______________________

School Currently Attending ______________________________________ Grade/Year____________________


If Adult:

Name of Employer ___________________________________________ Occupation ______________________ 
Spouse/Partner’s Name_______________________________________________________________________


In Case of Emergency Notify:

Name ________________________________________________  Relationship _________________________ 
Address ______________________________________ State/City/Zip__________________________________ 
Home Phone ____________________ Work Phone ___________________ Cell Number __________________


Guarantor Information (If other than self):

Guarantor  ______________________________Relationship ___________

Address ___________________________________________________________________________________

City _______________________________________ State ____________________ Zip ___________________ 
Home Phone ___________________ Work Phone _____________________ Cell Number__________________ 

Insurance Company: _____________________________________Policyholder _________________________ 
Policy ID# _______________________________________________________Group# ____________________

Date of Birth____/_____/_____ Employer_________________________________________________________

Address ______________________________________State/City/Zip__________________________________  

Phone#_______________________________________


Primary Care Physician: _____________________________________________________________________ 
Address ______________________________________ State/City/Zip__________________________________ 
Phone___________________________________________ Fax ______________________________________ 


Referral Source: How did you find out about us?  ☐ Friend   ☐ Insurance   ☐ EAP   ☐ Employer


☐ Health Care Professional   ☐ Therapist   ☐ Attorney   ☐ Internet/Website   ☐ Brochure   ☐	Other

Information about referral: Name__________________________________ Phone ________________________
Address ______________________________________ State/City/Zip__________________________________
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