Carla L. Nielsen, Ph. D.______________________________


Licensed Psychologist				       Phone: (919) 676-9990


8340 Bandford Way, Ste 101			          Fax:  (919) 848-6048


Raleigh, NC  27615








CLIENT INFORMATION- CHILD & ADOLESCENT





Name: ___________________________  		Age: _______________________





Date of Birth:________________			Social Security #: _____________





Address #1:_________________________________________________________


		Street				City				Zipcode


Address #2: _________________________________________________________


		Street				City				Zipcode


Home Phone #1: ________________      Home Phone #2: _________ __________ 





Mom’s Work Phone: _______________   Mom’s mobile: ______________________





Dad’s Work Phone: _______________    Dad’s mobile:_______________________ 	





What is the best number to call to leave messages?: _________________________





Pediatrician or Family Doctor: ___________________________________________





School: _____________  Grade: ___  Teacher/Counselor______________________





Names and ages of other children in the home: ______________________________





___________________________________________________________________





Are the parents separated or divorced? ____  If so, what are the custody sharing 





Arrangements? _______________________________________________________





Person responsible for payment __________________________________________





Mother’s name: ____________________  Address: __________________________


								


Employer: ___________________________  Occupation: _____________________





Father’s name: ____________________  Address: __________________________


								


Employer: ___________________________  Occupation: _____________________





Referred by: _________________________________________________________





Reason for referral: ___________________________________________________  





___________________________________________________________________





FEE AND PAYMENT POLICY:





	You will be expected to pay your full fees or co-payment at the time of service.  Fees may be paid by check, cash, or credit card (Visa, Mastercard, or American Express).  For those clients using insurance, your insurance will be filed on a weekly basis.  If you wish to use your insurance benefits and want this office to file for them, insurance payments will come to me.  Your signature authorizes me to file for insurance and for your insurance company to pay me for services rendered.





	Please indicate below if there is secondary insurance for your son or daughter which should also be billed:





_____  My child does have secondary insurance.





_____  My child does not have secondary insurance.





CANCELLATIONS:





	Please give at least 24 hours notice if you need to cancel your child’s appointment.  Missed appointments are a loss to everyone.  Except in cases of unpredictable emergencies, you will be charged $50.00 for a missed appointment, unless that appointment can be made up within the week at a mutually convenient time.








Signed: ___________________________  Date: _______________











	Please also read the North Carolina Notice of Privacy policy and the Consent for Treatment forms located on this website.  You are also asked to sign the form indicating you have received these forms and agree to the terms specified.	




















