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Dr. Kate Marshall, Ph.D., PC 
303-443-5811 
 
PATIENT/CLIENT INFORMATION FORM              
 
Date__________________ 
 
Name_______________________________Home Number_____________ 
       (OK to leave a message?) Y  N 
Email Address______________________________________________ 
 
Home Address_______________________________________________  
 
City______________State_______Zip__________________________ 
 
Marital Status:  Single___ Married___ Partnered___ 
Separated___ Divorced___Spouse/Partner Deceased___ 
 
Number of Children______Ages_______________________________ 
 
Employer___________________________________________________ 
 
Work Phone Number____________Cell Phone____________________ 
         (OK to leave a message?) Y  N 
Spouse/Partner Name________________________________________  
 
Occupation__________________________Work Number____________ 
 
Date of Birth______________________________________________ 
 
Email Address______________________________________________ 
   
Referral Source____________________________________________ 
 
 
 
Insurance Information: (if applicable)* 
*I may not be on your plan.  Please see Psychotherapy Policies form. 
 
Insurance Carrier__________________________________________ 
 
Claims Address_____________________________________________ 
 
___________________________________________________________ 
 
Insurance ID Number________________________________________ 
 
Group Numbers______________________________________________ 
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PATIENT/CLIENT INFORMATION FORM 
 
Social Security Number_____________________________________ 
 
Spouse/Partner  
Social Security Number____________________________ 
 
 
 
Billing Information: 
 
Name And Address of Person to Whom Bill is sent if 
different from patient: 
 
Name______________________________________ 
 
Address____________________________________________ 
 
____________________________________________________ 


