
Brandie Conrad, MA, LPC, NCC 
8700 Menchaca Road, Suite 801 

Austin, Texas 78748 
(512) 415-5877

brandie@brandieconrad.com 
www.brandieconrad.com 

Client Demographics 

Client’s Name: __________________________________ Client Social Sec #: _____________________   

DOB: __________________    Marital Status: ____________________    

Client Address: ________________________________________________________________________  

City: ____________________________________   State: ____________      Zip: ___________________ 

Primary Phone: ___________________________  

In Case of Emergency Notify: ____________________________________________________________ 

Phone: __________________________________ Relationship: _________________________________ 

How were you referred: _________________________________________________________________ 

Insurance Information  

 

Insurance Company or EAP Name: ________________________________________________________ 

Insurance Phone # & Billing Address: ______________________________________________________    

ID # if different from social: __________________________  Group Number if any: _______________ 

Primary Insured Name _________________________________    Relation to client: ________________ 

Primary Soc. Sec: ____________________________      Primary Insured DOB: ____________________ 

Primary Insured’s Employer: _____________________________________________________________ 

Primary Insurance Holder if different from client:   

Address: _____________________________________________________________________________  

City: _____________________________________   State: ____________      Zip: __________________ 

Primary Phone: ___________________________ Other Phone: _________________________________ 

Is the client covered by a secondary health insurance policy? ___________________________________    

Signature: _________________________________________    Date: ____________________________ 
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