
  

 

                                                             Contact	  Information	  

Client	  name:_____________________________________	  DOB:_____________	  School:_____________GR:_____________	  

Name	  of	  person	  completing	  form:______________________________	  Relationship	  to	  client:__________________________	  

Address:______________________________________	  City:_________________	  State:______	  Zip:____________________	  

Best	  number:	  _________________	  	  Second	  number:_____________________Email:_________________________________	  	  

Other	  parent	  /	  guardian	  name	  if	  applicable:________________________________	  	  Custody:	  	  joint	  	  	  standard	  	  	  other	  

Second	  Address:________________________________	  City:___________	  State:______	  Zip:_________	  

Best	  phone:___________________	  Email:______________________________	  

How	  did	  you	  hear	  about	  Austin	  Therapy	  for	  Girls?_________________________________________________________	  

Payment	  Information	  

Payment	  for	  all	  sessions	  is	  due	  at	  the	  time	  of	  service.	  	  For	  ease	  of	  billing,	  we	  request	  your	  credit	  card	  information	  to	  be	  kept	  
on	  file.	  	  Your	  information	  is	  confidential	  and	  will	  only	  be	  used	  for	  payment	  of	  your	  or	  your	  child’s	  sessions.	  
Person	  responsible	  for	  payment:___________________________	  Preferred	  method	  of	  payment:	  	  cash	  	  	  check	  	  	  credit	  card	  	  	  
I,	  _____________________________________,	  authorize	  ATFG	  to	  charge	  my	  credit	  card	  for	  payment	  of	  my	  session	  fees	  
	  (those	  of	  my	  child)	  and	  to	  keep	  my	  credit	  card	  number	  on	  file	  for	  future	  use.	  Group	  payment	  will	  be	  charge	  at	  the	  end	  of	  the	  month	  	  
for	  all	  sessions.	  
Name	  on	  CC:__________________________________________	  CC	  number:_________________________________	  

Exp:________________CV	  number:__________	  Billing	  address:____________________________________________	  

City:____________________________________	  State:_______________	  Zip:_________________________________	  

Client	  /	  parent	  signature:___________________________________________________	  Date:_____________________	  

MEDICAL	  INFORMATION	  (Please	  check	  all	  that	  apply)	  
Sleeping	  patterns:	  	  	  ☐	  normal/no	  concern	  	  	  	  	  ☐	  not	  enough	  sleep	  	  	  	  	  	  	  	  ☐	  too	  much	  sleep	  

Eating	  patterns:	  	  	  	  	  	  ☐	  normal/no	  concern	  	  	  	  	  ☐	  not	  enough	  	  	  	  	  	  	  	  	  ☐	  too	  much	  
Current	  Physician:	  ________________________	  Psychiatrist	  (if	  any):_____________________	  
Medications:___________________________________________________________________	  

MENTAL	  STATUS	  (circle	  all	  that	  apply)	  
sad	  	  	  	  	  	  angry	  	  	  	  	  anxious	  	  	  	  	  	  	  hyper	  	  	  	  	  unable	  to	  focus	  	  	  	  	  	  	  worried	  	  	  	  extreme	  ups/downs	  	  	  	  	  	  	  distant	  

tearful	  	  	  	  	  	  helpless	  	  	  	  	  	  	  hopeless	  	  	  	  	  	  	  negative	  attitude	  	  	  	  	  power	  struggles	  	  	  	  	  	  avoidant	  	  	  	  	  	  	  	  irritable	  

I	  have	  read	  fully	  and	  received	  a	  copy	  of	  the	  Austin	  Therapy	  for	  Girls	  of	  all	  policies	  and	  procedures	  including	  	  
social	  media	  policy,	  privacy	  policy(on	  website),	  payment	  information	  and	  24	  hour	  cancellation	  policy.	  I	  consent	  to	  treatment	  	  
for	  my	  minor	  child/adolescent	  or	  myself	  and	  have	  the	  legal	  right	  to	  consent	  to	  treatment.	  	  
	  
	  Client/Legal	  Guardian:_______________________________	  DATE:_____________________________	  
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