Possibility Counseling

Chere Clark, MA, MS.Ed, LMHC

6212 75th Street West – Suite 1

Lakewood, Washington 98499

Client Name ____________________________ Intake date _      _________
Birthdate   ___________    Address    _______________________________ 
City __________ State ______ Zip code ______  Phone#’s  (Home) _______ 
(Work) ________ (Cell) ________ Ok to call these phone numbers and leave amessage?  Client Initials ____ Your Email Address _____________________ 
Your Communication preference?  Email  Text  Voicemail  Any   Other ______
Emergency Contact Name & Phone# ________________________________ Type of service(s) requested (example: Counseling, Letter, Consultation) ___________________________________ Reason(s) for seeking these services: ______________________________________________________________
Reimbursement by a Third Party

Are you planning to be reimbursed by a third party (examples: employer, such as through an employee flexible spending account; health insurance provider; or other insurance, such as after an auto accident)?  Yes / No 
(If insurance, please fill out below)

If so, please state what form of reimbursement you are expecting and what kind of assistance or documentation you will require from Possibility Counseling: ____________________________________________________________________
Do you have mental health coverage on more than one policy?  If so, which one is primary? ____________________  Which is secondary? ___________
For the Primary policy: Your relationship to the insured? Self Spouse Child Other 

Your co-pay amount _______  Your Social Security Number_______________ Insured’s name (if not you) _______________________ Insured’s birthdate __________Insured’s address ____________________ City, State ________ Phone___________  Insured’s employer _____________________________ Insured’s ID# _____________________ Policy Group#__________________ Plan #_____________________  Insurance Company Name & Billing Address  ________________________________ Insurance Co. Phone#’s __________
For the Secondary policy:  Insured’s Social Security Number  ___________
Insured’s name________________________  Insured’s birthdate _________
Insured’s address (if different) _____________________________________

Insured’s ID# ____________________ Policy Group#___________________ Plan#___________________________ Insurance Co. Phone #’s __________
Insurance Company Name & Billing Address ___________________________
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