
CLAIRE M.KARAM, Ph.D. 
Licensed Professional Counselor 
1776 S. Jackson Street, Suite 411 

Denver, Colorado 80210 
303/393-8794 

Fax # 303/388-3896 
http://www.drclairekaram.com 

 
Client Information 

 
 Date __________________ 
 
FULL NAME: _________________________________________________________ 
ADDRESS: _____________________________________________________________ 
                     Street                                                         City       State        Zip Code 
HOME TELEPHONE: _________________________CELL PHONE_____________ 
EMPLOYER: _______________________________  WORK PHONE_____________ 
                                                                                     
                        Employer’s address_____________________________________ 
                        Your Position_______________________________________________     
DATE OF BIRTH: __________________  SOCIAL SECURITY #:______________ 
MARITAL/PARTNERSHIP STATUS: _______________________   
                        Spouses/Partners Name: ________________________ 
                        Spouses/Partners Employer: _____________________  
                        Spouses/Partners Work #________________________ 
AUTOMOBILE:   Year _______ Make _______ Model ________ Color_________ 
                        License Plate #____________ Driver’s License #____________ 
                        State Issued ________________ 
YOUR PHYSICAL DESCRIPTION:  Height ________ Weight _________ 
                           Hair Color _________  Eye Color ________ 
INSURANCE: ________________________________Yours or Spouses ___________ 
                          Name of insurance carrier 
                          Group #_______________Subscriber # __________Plan #__________ 
CURRENT MEDICATION: _________________________ Amount/Dose_________ 
                           Prescribing Physician ___________________Telephone #__________ 
                           List significant health problems: ______________________________                     
                           __________________________________________________________ 
PREVIOUS THERAPY:   When _______________ Therapist’s name, address, and      
                           telephone # _____________________________________________ 
                           _______________________________________________________ 
REFERRED BY: _____________________________________________________ 
FOR EMERGENCIES CONTACT:________________________________________ 
        (Relative preferred)                     Name  -  Relationship To You 
                            Address__________________________________________________   
                           Home telephone _________________ Work telephone ____________                               
 


