Carla M. Ingeborg, LMFT, LCMFT
	1600 Genessee, Suite 408	www.carlaingeborg.com
816-510-3209		Kansas City, MO	carla.ingeborg@gmail.com

Client Information:

Name: __________________________________________________________________________	
	First 				M.I.			Last		

Date of Birth: _____________________  Gender/Preferred Pronouns: __________________________


Address:  __________________________________	
               __________________________________                    Best phone number to reach you

      City:  ______________________________________	________________________________
                                                            State   Zip		              Okay to Text?          Yes            No


E-mail: _____________________________________________________Okay e-mail? 	Yes	No

[bookmark: _GoBack]
Emergency Contact:___________________________________________________________________	
				Name				             Phone Number


Responsible Party (for clients who are minors or with third party pay)

Name: _____________________________________	Relationship to Client: ____________________

Address: ___________________________________	Date of Birth: ___________________________







I understand that I am fully responsible for all services and charges. I also understand that payment is due when services are rendered. I understand that if I cancel with less than 24 hours of notice I will be charged for the appointment. I authorize treatment by this office.

__________________________________________	______________________________________
Signature						Date

