
Carol Pierce-Davis, Ph.D. 
FSMI, FICPP, HSP 

Psychologist 
4131 Spicewood Springs Road, K-6 

Austin, TX 78759 
 

Phone (512) 345-6781 x 24                    Fax (512) 345-8083 
 

CLIENT INFORMATION 
 
 
Date _______________________ Referred by _______________________________________________ 
 
PATIENT: 
Name______________________________________________________Marital Status _______________ 
 
SS#___________________________________ Sex__________ DOB_______________Age___________ 
 
Current Address ________________________________________________________________________ 
 
City, State, Zip__________________________________________________________________________ 
          
Telephone (h)______________________  (w)_____________________(mob)_______________________ 
 
Email Address______________________________________Employer____________________________ 
 
SPOUSE: 
Name___________________________________________________DOB__________________________ 
 
SS#_________________________________Employer__________________________________________ 
 
PHYSICIAN_______________________________________Telephone_________________________ 
 
IN CASE OF EMERGENCY, NOTIFY_____________________________________________ 
 
Telephone _____________________________Relationship______________________________________ 
 

INSURANCE INFORMATION 
 
Name of Insurance Company_______________________________________________________ 
 
Policy #______________________________Group #___________________________________ 
 
Policy-holder’s Name _______________________________________DOB_________________ 
 
Policy-holder’s SS Number or Insurance ID Number____________________________________ 
 
I authorize the release of clinical or other information necessary to process my insurance claim. 
Signature_________________________________________Date__________________________ 
I authorize insurance payments to the provider. 
Signature_________________________________________________Date__________________ 
 
FOR OFFICE USE ONLY:  INITIAL/PROVISIONAL DIAGNOSIS___________________________ 


