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     Agape Christian Counseling Services
                 Professional Christian Counseling for Individuals, Couples, Marriage, Families, Groups


                                                                                                                                                                                                9378 Olive Blvd., Suite 317

St. Louis, MO  63132


314-994-9344
Today’s Date: ______________________



Referred By: ___________________________


First Name ​​​​​​​​​​​​​​​​​​​​​​​​​​​____________________________________ MI______  Last Name  ________________________________

Address  ___________________________________ City _____________________ State ________ ZIP_____________

Home Phone _____________________  Cell Phone _________________________ Date of Birth ___________ Sex ____ 

SS# ____________________  Marital Status:  (    ) Single    (   ) Married    (   ) Widowed     (   )  Divorced   (   ) Separated 

Employment Status:   (   ) Student    (    ) Full Time    (    ) Part Time    (    ) Not employed    (    ) Retired 

Employer ______________________________________ Address ____________________________________________

City _____________________________________ State __________ ZIP __________ Phone ______________________

If you would like to receive email notifications of Agape events and presentations, please provide your email address:

_________________________________________________________________________________________________


First Name ​​​​​​​​​​​​​​​​​​​​​​​​​​​____________________________________ MI______  Last Name  ____________________________ 
Relationship to Client: ( ) Self  ( ) Spouse  ( ) Parent  ( ) Stepparent  ( ) Other ___________  SS# __​​​​​__________________

Address  ___________________________________ City _____________________ State ________ ZIP

Home Phone   _________________________ Cell Phone _________________________ Date of Birth ______________

Employer ______________________________________ Address ____________________________________________

City _____________________________________ State __________ ZIP __________ Phone ______________________




          

Spouse:  Name ____________________________________  Phone Number  ____________________________

Children:  Name  _____________________   Age ____
Name  _____________________   Age ____ 

                 Name  _____________________   Age ____
Name  _____________________   Age ____


__________________________________________________________________________________________________


Name: _______________________________________________   Relationship: ________________________________

Phone Number: ______________________________
Alternate Phone Number: ____________________________




Health Information
Your current health:   Very good (   )   Good (   )   Average (   )   Declining (   ) 
Current medical problems and/or medications: ____________________________________________________

​​​​__________________________________________________________________________________________

Have you previously sought counseling?         Yes (   )   No (   )

If yes, how satisfactory was your experience(s)? __________________________________________________

_________________________________________________________________________________________

I certify that, according to my knowledge, all of the above information is true and correct.
_________________________________________________
_______________________

Signature
Date



 








Emergency Contact





Family Information





Person Responsible for Payment and/or Holder of Insurance





Client Information Sheet








 











 











This Box is for Medicare Patients Only





I request that payment of authorized Medicare benefits be made either to me or to Agape Christian Counseling Services for any services rendered to me.  I authorize any holder of information about me to release to the above named Medicare insurers any information needed to determine these benefits.








_____________________________________________________________________                                   _________________________


	Patient Signature	Date





_______________________________________                    ______________


    Insured or Authorized Person’s Signature (If different from patient)	Date











Client Information





Insurance Information (If Applicable)





Insurance Company ___________________________ 





I authorize Agape Christian Counseling Services to contact my insurance provider and to release any information necessary for the determination of benefits to its authorized agents.  I also authorize the payment of government/insurance benefits to Agape Christian Counseling Services for services rendered to me.








____________________________________________________


Signature








_____________________________________________________


Insured or Authorized Person’s Signature (If different from patient)








