Vivian Buhrman LCSW, PLLC

112 Swift Ave. Durham NC 27705

919-435-2087
New Client Information Form
CLIENT INFORMATION
Intake: _____________________________________            Date Scanned: _____________________


y
INSURANCE INFORMATION
RESPONSIBLE PARTY INFORMATION

MISC.
OTHER PROVIDER INFORMATION




Client Name:   ________________________________________        DOB: ___________________       M _____   F_____





Gender Identity: ________________   Race/Ethnicity:  _____________________   Marital Status:  __________________





Street Address: ____________________________________________________________________________________     





City: _____________________________________________________        State:  ____   ZIP: _____________________





Home #:  _________________________      Cell #: __________________________     Work #: _________________________





Email: ________________________________________________________       SS #_________________________________





Referred by:  ____________________________������������������_______________________________________________________________





Employer information:  __ Employed    __Student   __Other: __________________________________________





Company: ____________________________________________  Phone: ______________________________




















Primary:  _______________________________    Policy #:  _________________________________________________ 





Ins. Co. Address:  _______________________________________________________  Phone:  _______________________ 





Secondary:   ___________________________     Policy #: _________________________________________________





Ins. Co. Address: ________________________________________________________ Phone: _______________________





Insured Party Name:______________________________________________  SSN: _____________________________











 











Name: ____________________________________________     DOB: ___________________________  Sex: _________





Address: ____________________________________   City: _____________________ State: ____   ZIP: _________





Phone:  _________________________________   Relationship to client: _________________________________








Primary Care Provider:  ____________________________________________ Phone:  ___________________________





Address: ___________________________________________________ State: _____  ZIP: __________________





Psychiatrist/Med Provider: __________________________________________  Phone:  ___________________________





Address: __________________________________________________  State:  _______  ZIP: ______________________
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