Oklahoma Christian Counseling Center
Confidential Application FOR CHILDREN
Date _____________________




Referred by __________________________

Name of Child __________________________________  Birthdate ____________  Age _____  Gender _____

Address __________________________________________________________________________________



Street





City


State

Zip

Phone _____________________  ____________________  ____________________  ____________________


   (Home)

  (Mom’s Work)

(Dad’s Work)

    (parent’s cell)
School ______________________________________ Grade _______ School Counselor _________________
Social Security # ____________________ Who has legal custody of the child?__________________________
Marital Status of Parents:  ___Married    ___Unmarried    ___Separated    ___Divorced    ___Widowed

Child currently living with: ___________________________________________________________________





(Names and relationship to child)

Father’s name_________________________________ Birthdate___________ Age_____ SS#______________

Employer___________________________________Occupation ________________ Education____________














(yrs/degree)

Mother’s name________________________________ Birthdate___________ Age_____ SS#______________

Employer___________________________________ Occupation ________________ Education____________














(yrs/degree)

Step-Parent___________________________________ Birthdate___________ Age_____ SS#______________

Employer___________________________________ Occupation ________________ Education____________














(yrs/degree)

Brothers and Sisters:
Name





Age
     Gender
Grade/Work

At Home?

_________________________________
______     _______
______________
________

_________________________________
______     _______
______________
________

_________________________________
______     _______
______________
________

_________________________________
______     _______
______________
________

Briefly describe reasons for seeking services: _____________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Pediatrician/Primary Doctor ____________________________  Psychiatrist ____________________________

Are you willing to sign a release for your therapist to speak with your child’s physician?____ Psychiatrist?____

Significant illnesses and hospitalizations _________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________

Current medications _________________________________________________________________________

__________________________________________________________________________________________

Please list any history of previous mental health treatment:

Provider




Dates

How many session this year?

_____________________________________________    __________________
_______________________

_____________________________________________    __________________
_______________________

_____________________________________________    __________________ 
_______________________

Religious affiliation: _____________________________________  Pastor’s name: ______________________

Health Insurance Information

Primary Insurance Co. __________________________
Secondary Insurance Co. _____________________

I.D. No. _____________________________________
I.D. No. __________________________________

Group No. ___________________________________
Group No. ________________________________

Insured’s Name _______________________________
Insured’s Name ____________________________
Insured’s Birthdate ____________________________
Insured’s Birthdate __________________________

Insured’s SS# ________________________________
Insured’s SS# ______________________________

I am the insured or authorized person and I authorize the release of any medical or other information necessary to process this claim and I authorize payment of medical benefits to the provider.

__________________________________   _______________________



Signature




Date


Reminder Calls

Our center will accommodate you by calling to remind you of your appointments if you so desire.  The message may be left on your voice mail or with whoever may answer your phone.  The message will be: “This is (receptionist) at (your therapist’s) office reminding you of (your child’s) appointment (tomorrow) at (time).”  Please indicate below whether or not you desire a reminder call by initialing the option that you choose.  Also, please understand that you are responsible to keep your appointments whether you receive a call or not.

_____
Yes, I want you to call to remind me of appointments and I authorize your to leave a message at the


following number(s): ____________________  _______________________  _____________________

_____
No, I do not want you to call to remind me of appointments.

Parental Consent

I have read the policies and the Psychotherapist-Patient Services Agreement of the Oklahoma Christian Counseling Center and agree to adhere to these policies including being responsible for payment as agreed upon on the Acknowledgment of Financial Responsibility.  I also give person to the staff of the Oklahoma Christian Counseling Center to evaluate and treat ______________________________________ (name of child).

Signature ____________________________________
Date __________________

Witness ______________________________________
Date __________________

