
 

Client Information Form                Page 1 of 2 

 
 
CLIENT INFORMATION 
 
 
 

Client Information 

Full Name:    
 
 
Address:   
 Street Address  
 

   (                         ) 
 City  Postal Code 
 

Cell Phone:  Alternate Phone: 
 

Email  

ID Number:  
 

 
 

Family Member, Spouse, Contact Person 
 

Name:    Relationship:  
    

Address:   
   

Cell Phone:  Alternate No: 

Email:  
 
 

Person Liable for Payment (Including Tuck Shop) 

Name:    Relationship:  
    

Address:   
   

Cell Phone:  Alternate No: 

Email  
 
 
 
 

Birth Date:  Age:  Gender: 

Marital Status:  Dependents: Referral: 
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Medical Aid 
 

Medical Aid:   Plan: No: 
 

Main Member ID:  Client Dependent Code: 
   
 

Further Details 
 

Medical Diagnosis / Current Treatment (Including Psychiatric):  

 

 

 
 
 

Treating Psychiatrist:  Diagnosis: 

Treating Doctor:  Diagnosis: 
 

Support Network Contact Numbers 
 

Name:    Relationship:  

Contact No:  Email: 
 

Name:    Relationship:  

Contact No:  Email: 
 

Name:    Relationship:  

Contact No:  Email: 
 
 
 
 
 

 
I, ____________________________________, [client / family member / spouse / other] hereby confirm that the above 
information is true and correct. 
 
 
 

 
____________________  ____________________  _______________ 
Signed at (Place)   Date    Signature 


