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	Melissa M. Mohlman, Ph.D.

Westlake Psychological Services, PLLC

1301 S. Capital of Texas Highway, Suite C-130

Austin, Texas 78746

Phone: 512-917-1307 Fax: 512-306-9234

drmohlman@westlakepsych.com
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Client Contact Information

____________________________________________________________________________________

Last Name 

First Name 

Middle Initial 

D.O.B. 


SS#

____________________________________________________________________________________

Street Address 


Apt#/Ste# 

City 


State 

Zip

Home Phone: (     )__________________________  Work Phone: (     )___________________________

Mobile Phone: (     )_________________________  Alternate Phone: (    )_________________________

Which of the above phone numbers may I leave a message? 

_____Home _____Work _____Mobile ______ Alternate

Occasionally it is easier to communicate by email than phone. If you would like the option of communicating about issues such as appointments, scheduling, payments, etc, please list email addresses below. It is important to note, however, that email is not a 100% secure form of communication and thus privacy cannot be guaranteed. By listing email addresses below, you are acknowledging your understanding of these statements. 

Email address:  __________________________________________

Referred by: ___Dr:_______________________________________

        ___Friend:____________________________________

        ___Internet

        ___Insurance Company

        ___Other: ____________________________________

Additional Information for Minor Clients

Father’s Name:  ______________________________________ 
DOB:_______________

Mother’s Name:  ______________________________________ 
DOB:_______________

If not biological parents, 

Legal Guardian’s Name:  _______________________________
DOB:_______________ 

Legal Guardian’s Name:  _______________________________
DOB:_______________ 

*If parents of a minor child are separated or divorced, at the first appointment please provide a current, valid copy of the custody arrangements and/or divorce decree, which specifies your right to consent for psychological services for this child. 

Insurance Information

Insurance provider:  _____________________________________________________________

Policyholder information:
____________________________________________________________________________________

Last Name 

First Name 

Middle Initial 

D.O.B. 


SS#

____________________________________________________________________________________

Street Address 


Apt#/Ste# 

City 


State 

Zip

Home Phone: (     )__________________________  Work Phone: (     )___________________________

Mobile Phone: (     )_________________________  Alternate Phone: (    )_________________________

Policyholder ID #: __________________________  Group #: ___________________________________

Type of Insurance: __________________________  Employer’s Name: ___________________________

Relationship to patient: ______________________

Phone and Address Info for benefit information: 

_____________________________________________________________________________________

_____________________________________________________________________________________

Other insurance coverage?   Yes   No  (circle one)


If yes, complete this page again with the additional information.

