
HealingHeartsTherapy,LLC
FromtheOfficeofRobinNewman,PsyD

LicensedClinicalPsychologist
ChildandAdultPsychologyandAssessment

ClientInformation

Client’sName______________________________Today’sDate___________________

Birthday__________________ Spouse’sName(ifmarried)_________________

EmailAddress____________________________________________________________

Address_________________________________________________________________

City,State,ZipCode_______________________________________________________

HomePhone_____________________ CellPhone__________________________

EmergencyContactName&Number_________________________________________

InsuranceID#)_________________________

Primaryreasonforseekingtreatmenttoday:_____________________________________

Iagreetopaytodayforallservicesprovidedtome.IalsounderstandthatImustgive
atleast24hoursnoticeinordertocancelanappointmentorIwillbebilledinfullfor
themissedappointment.Inaddition,IalsounderstandthatifIwantDr.Newmantobill
myinsurancecompanyandtheydonotpay,Iamliableforallchargesnotcoveredby
myinsurance.

__________________________________________________ _____________________
Signature Date


