
Patricia C. Packard Ph.D. MBA 
Licensed Psychologist 

480 Adams Street Suite 106 
E. Milton, MA 02186 

Client Information Form 
 
Client Name:________________________________________________________ 
 
Address:____________________________________________________________ 
 
City, State, Zip: ______________________________________________________ 
 
Phone Numbers: 
 
Home: (____) __________ Work: (___) _______  Cell:(____) ____________ 
Email: ____________________ 
 
Ok to leave message at home? Yes __ No ___ Work? Yes ___ No__ Cell? Yes__No___ 
 
Date of Birth __/__/__ Social Security Number ____-___ -____ Sex: M   F 
 
Marital Status:    ___ Single ___ Married ___ Other 
 
Occupational Status: ____Employed ____Full Time student ____ Part time student 
            ____ Other 
 
Emergency Contact:  
Name: ___________________  Phone: (____) _______________ 
 
 

Insurance Information 
 
Insurance Company: _________________________________________________ 
(photocopy of insurance card) 
ID Number: ______________________________ 
 
Primary Care Physician (Name and Phone Number): ________________________ 
 
Complete below only if insured different from client 
Name of Insured: _____________________________________ 
 
Insured’s Address: (if different from client) ________________________________ 
 

______________________________________ 
 
Insured’s Date of Birth: __/__/__ Relationship to Client: ____________________ 
 


