Eli Moch Therapy, LLC

360-821-1568
elimochtherapy@gmail.com

Client Contact Information
Client’s Name:_______________________________  Age:_______  Gender:____M ____F ____Other_______

Date of Birth:____________________________

Adult’s Name (if client is a minor)______________________________________________________________  Employer:_______________________________________Occupation:________________________________
Home Address:_____________________________________________________________________________

City:__________________________ State:_____________________ Zip Code:_________________________

Phone: (Home) ______________________ (Work) ____________________ (Cell)_______________________

(circle all numbers above at which you give permission to be contacted)

Do you give therapist permission to leave a voice mail?  Yes_______No_______

E-mail address(es):__________________________________________________________________________

Health Insurance information:

  Name of insurance____________________________________Phone number#_________________________

  Policy and/or Member #_______________________________  Group#_______________________________

List the preferred way(s) for therapist to reach you:_________________________________________________

Person(s) to Contact in Case of an Emergency:

1. Name_________________________________Relationship to you______________________________

Best way to contact this person___________________________________________________________

2. Name_________________________________Relationship to you______________________________

Best way to contact this person___________________________________________________________

I realize that there is a possibility that I may compromise the level of confidentiality when using cell phones and e-mail to communicate.  Please indicate by placing your initials next to each means of communication to which you give your consent to use: 

     E-mail______
   Cell phone______     Cell phone voicemail______      Cell phone text message____

I also realize that the contact numbers for the therapist is a cell phone number _______ 

Adult Client Signature ______________________________________________________​​_ Date: ___________

Parent Signature (if client is a minor)____________________________________________ Date: __________
Parent Signature (if dual custody of child)________________________________________ Date: ___________
2680 18th St. Suite 150A  Denver, CO 80211 | www.MariposaCenterDenver.com

