
ASSOCIATED PSYCHOLOGISTS 

T: (949)716-5150

Client # _______ 

NON-CONFIDENTIAL INFORMATION 

(The following information should be filled out regarding the person who is to be considered the 
client. This information will be available to business office personnel.) 

Please Print 

Patient Name____________________________________________   Date_________________ 

Date of Birth_____________________________________   Marital Status _________________ 

Address______________________________________   City, State, Zip___________________ 

Phone (Hm)_________________   (Wk)____________________   (Cell)___________________ 

Parents Names (If applicable) _________________________     _________________________ 

How were you referred to this office? _______________________________________________ 

(The following information should be given regarding the person financially responsible for 
payment of services and/or the subscriber for the insurance policy to be used for this account) 

Name___________________________________    


