Lindsi Hines, MDiv, LCAS



CLIENT DEMOGRAPHICS FORM

Client#:_______________  
Open Date:_________     
 Closed Date:_______ 

	First Name:      
	Middle Name:      

	Last Name:      
	Date of Birth:      

	Social Security #:              
	Referring Physician/Agency:      

	Medical Record #:      
	


	Address - (Physical, include Apt. #, City, State/Zip ):      


	Address –(Mailing-if different from above, include Apt. #, City, State/Zip ):      


	Home Phone:      
	Business Phone:              ext.      


	Cell Phone:      
	Fax:      


	Preferred method of contact: :  FORMCHECKBOX 
 phone   FORMCHECKBOX 
 email  


	E-Mail:      


	Gender:  FORMCHECKBOX 
Male   FORMCHECKBOX 
 Female   FORMCHECKBOX 
 Not provided
	Race:  FORMCHECKBOX 
 Caucasian   FORMCHECKBOX 
 Black   FORMCHECKBOX 
 Hispanic 

 FORMCHECKBOX 
 Asian/Pacific Islander   FORMCHECKBOX 
 Not Provided

	Marital Status:  FORMCHECKBOX 
 Married   FORMCHECKBOX 
 Divorced  

 FORMCHECKBOX 
 Single  FORMCHECKBOX 
 Separated   FORMCHECKBOX 
 Legally Separated 

 FORMCHECKBOX 
 Widowed   FORMCHECKBOX 
 Domestic Partner  FORMCHECKBOX 
 Unknown
	Student Status:  FORMCHECKBOX 
 Full Time   FORMCHECKBOX 
 Part Time

 FORMCHECKBOX 
 Not a Student

	Employment Status:  FORMCHECKBOX 
 Unemployed  FORMCHECKBOX 
 Full Time 

  FORMCHECKBOX 
 Part Time  FORMCHECKBOX 
 Disabled   FORMCHECKBOX 
 Retired
  FORMCHECKBOX 
 Active Military
	Employer: 



	Annual Household Income:      
	Number in Household:  FORMDROPDOWN 


	Primary Language:  FORMCHECKBOX 
 English   FORMCHECKBOX 
 Spanish  

 FORMCHECKBOX 
 Other:____________
	County of Residence:  FORMCHECKBOX 
 Raleigh City Limits
 FORMCHECKBOX 
 Wake  FORMCHECKBOX 
 Durham  FORMCHECKBOX 
 Johnston   FORMCHECKBOX 
 Cumberland   FORMCHECKBOX 
 Other 


RESPONSIBLE PARTY (Person Responsible for Payment of Charges. Parents/Guardians of a minor- please complete this section. If same as client, write SELF and go to next section.)

	Name:      
	Relationship:  FORMDROPDOWN 


	Social Security #:              
	Date of Birth:      

	Address (include Apt. #, City, State/Zip ) :      


	Home Phone:      
	Business Phone:       ext.      

	Mobile Phone:      
	E-Mail:      


Emergency Contact (Please complete)



 

	First Name:      

	Last Name:      

	Address:      
	Relationship:  FORMDROPDOWN 


	Home Phone:      
	Cell Phone:      


Last Updated 1/6/14


