
Carin Christy, MA, LMHC, 521 Union Ave SE Suite 205, Olympia, WA 98501, 360-357-7965

Client Information 
Date:____________________ 

Name:___________________________________DOB:____________PreferredGenderPronoun___________ 

Address: _____________________________________________________________________________________  

City:___________________________________ State: ______Zip:______________________________________ 

Phone (Home):__________________________Phone (cell):_____________________Carrier:______________ 

May I call your home and leave a message?  Yes______No______ 

Employer or School___________________________________________________________ 

Emergency Contact:_____________________________Phone:_______________________________________ 

Who is currently living in your home:___________________________________________________  

Physician: ____________________________________Phone:_______________________ 

Major (or Chronic) Operations/Illnesses/Injuries ________________________________________________ 

Medications    Dosage(s)   Frequency      Effectiveness          Prescribing Physician 

_____________________________________________________________________________________________ 

Past Therapists/Psychiatrists:___________________________________________________________________ 

Primary Insurance Information 

Name of insurance company:_______________________________Name of insured:_____________________ 

Insured’s DOB:_________________Insured’s relationship to client:____________________________ 

Policy ID Number:___________________________________Group Number:___________________________ 

Secondary Insurance Information 

Name of insurance company:________________________________Name of insured:____________________ 

Insured’s DOB:_______________________Insured’s relationship to client:___________________________ 

Policy ID Number:________________________________________Group Number:______________________


