SPEIGEL AND ASSOCIATES

LICENSED INDEPENDENT CLINICAL
SOCIAL WORKERS

PATIENT FACE SHEET

FILL IN ALL FIELDS USING ADOBE READER AND DIGITALLY SIGN AT BOTTOM

DATE: DATE OF BIRTH:
LAST NAME: FIRST NAME: MIDDLE INITIAL:

STREET ADDRESS:

CITY: STATE: ZIP:
PHONE: HOME: WORK: MOBILE:
EMAIL ADDRESS:

WHO REFERRED YOU?

PREVIOUS PSYCHOTHERAPY DATES:

PREVIOUS THERAPIST:

PLEASE STATE BRIEFLY WHY YOU ARE SEEKING THERAPY NOW AND WHAT YOU HOPE TO

GAIN:

FOR INSURANCE CLAIMS
PATIENT HEALTH CARE POLICY ID NUMBER:

INSURED NAME:

INSURED DATE OF BIRTH:

INSURED EMPLOYER:

INSURED POLICY ID NUMBER:

INSURED GROUP NUMBER:

INSURED PLAN NAME:

HEALTH INSURANCE CLAIMS TELEPHONE NUMBER:

SIGNED:

5100 S DAWSON ST, SUITE 200 e« SEATTLE, WA « 98118
PHONE: 206-232-9474 o FAX: 206-723-3823



	Today's Date: 
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	Last Name: 
	Middle: 
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	Mobile phone: 
	Email Address: 
	Referral: 
	Previous Dates: 
	Home phone: 
	Gain: 
	ID Number: 
	Previous Therapist: 
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	Insured Policy: 
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	Insured DOB: 
	Insured Plan Name: 
	Date of Birth: 


