
Yeshim Oz, MA, LIMHP
Licensed Independent Mental Health Therapist

New Client Information

Name of Client:_________________________________________________________
Gender:___________________
Date of Birth:__________________________   SS#__________________________
Address:_____________________________________City:_______________State:____Zip___
Phone: (Please specify “cell”, “home”, or “work”) ______________________________
Is it OK to leave a detailed message on this number?   Yes_______  No_______
If cell phone, is it OK to text on this phone? Yes______ No_______
Email:__________________________ Is it OK to contact you via this email address? Yes____ No______
Legal Status: Single______ Married_______ Separated________ Divorced_______Widow(er)_____
Occupation:__________________________Employer/School:____________________________
Education (highest level)_______________________  Graduation Year:_________
Current Living Situation: Alone____ With Spouse/Partner_____With Parents____ Group Home_____
Emergency Contact: _________________________________________________________________
Their Phone:______________________________________________
*I Agree for this person to be contacted in an emergency (initials)_________

Spouse/Partner Name:_______________________________________________________________
Date of Birth:________________________________ SS#__________________________________
Address:_______________________________ City:______________ State:_____ Zip:______
Phone:______________________________Is it OK to leave a message on this number? Yes____ No___
Name(s) of Children, if any:
1.________________________________ Age:_______
2.________________________________ Age:_______
3.________________________________ Age:_______
4.________________________________Age:_______



Referred by:  Physician____ Therapist_____ Google Search______ Other__________
Name of Referral Person/Agency:__________________________________________

Reason for Seeking Services Today: _______________________________________________________
____________________________________________________________________________________
Current Family Physician: ________________________________ Phone: ________________________
Family Medical History: ________________________________________________________________
Current Medical/Surgical Problems: _______________________________________________________
____________________________________________________________________________________
Current Medications, if any: _____________________________________________________________
Are you Compliant with Meds?  Yes_____ No______
Is anyone in the immediate family  currently involved in the legal system?  Yes_____ No______
If yes, please explain: ___________________________________________________________________
_____________________________________________________________________________________
Have you, or anyone in the immediate family, seen a Mental Health Professional before? _____________
If yes, please list symptoms, diagnosis and treatment received: __________________________________
____________________________________________________________________________________
Are you or anyone else in the immediate family currently seeing a Mental Health Professional? ________
If yes :
Therapist/Psychologist/Psychiatrist:____________________________________ Ph:_________________
Name of Primary Insurance:______________________________________________________________
Member ID #: _________________________________________________________________________
Insured’s Name: _________________________________ Date of Birth:__________________________
Responsible party for billing:_____________________________________________________________
*Assignment of Insurance Benefits
The undersigned hereby authorizes the release of any appropriate information relating to payment of claims submitted to insurance on behalf of myself and/or dependents. I further agree and acknowledge that my signature on this document authorizes Yeshim Oz, MA, LIMHP to submit claims for insurance benefits, for services rendered, or for services to be rendered, including treatment plans, without obtaining my signature to each and every claim submitted for myself and/or dependents and that I will be bound by this signature as though the undersigned had personally signed the particular claim. I therefore authorize my insurance company to pay and hereby assign directly to Yeshim Oz, MA, LIMHP all insurance benefits, if any otherwise payable to Yeshim Oz, MA, LIMHP for services described on the form. I understand that I am financially responsible for all charges incurred whether or not paid by insurance. I further acknowledge that any insurance benefits, when received by and paid to Yeshim Oz, MA, LIMHP will be credited to my account, in accordance with the above said assignment. I understand that Yeshim Oz, MA, LIMHP may use and disclose the client’s health information to obtain payment for services provided. I also understand that should the client account balance remain outstanding that Yeshim Oz, MA, LIMHP does utilize the services of a collection agency. 

Signature of Client (or Legal Guardian)____________________________________ Date:_____________________
11725 Arbor St. Suite 110 Omaha, NE 68144  402-699-2578
