
PATIENT FACE SHEET 

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

DATE OF BIRTH:DATE:  

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: ______________________________________________________ 

S P E I G E L  A N D  A S S O C I A T E S
L I C E N S E D  I N D E P E N D E N T  C L I N I C A L  

S O C I A L  W O R K E R S  

5 1 0 0  S  D A W S O N  S T ,  S U I T E  2 0 0  •  S E A T T L E ,  W A  •  9 8 1 1 8  

P H O N E :  2 0 6 - 2 3 2 - 9 4 7 4  •  F A X :  2 0 6 - 7 2 3 - 3 8 2 3  
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