
 

Ray Klein, MS, LPC, SRT  3225 Templeton Gap Rd. Suite #203  Colorado Springs, CO 80907Phone 719.203.7442 Fax 719.325.7075 
F o r m  R e v i s i o n  D a t e :  J a n u a r y  2 0 ,  2 0 2 4  |   

 

 
  
CClliieenntt  IInnffoorrmmaattiioonn        Today’s Date: ____ / ____ / _____ 
 
 
 
Client Name: _____________________________________________________________________________ DOB ____ / ____ / _____ (____ ____)   
                                                      Age 
 

Address _____________________________________________________ ______________________ ______________ _________________ 
   Street       City    State  Zip Code 

 
Email ________________________________________________________  Home #      (____ ____ ____) ____ ____ ____ - ____ ____ ____ ____  

 
Work #          (____ ____ ____) ____ ____ ____ - ____ ____ ____ ____  Mobile #    (____ ____ ____) ____ ____ ____ - ____ ____ ____ ____  
 
PPaarrttnneerr IInnffoorrmmaattiioonn 
 
Client Name: _____________________________________________________________________________ DOB ____ / ____ / _____ (____ ____)   
                                                      Age 
 

Address _____________________________________________________ ______________________ ______________ _________________ 
   Street       City    State  Zip Code 

 
Email ________________________________________________________  Home #      (____ ____ ____) ____ ____ ____ - ____ ____ ____ ____  

 
Work #          (____ ____ ____) ____ ____ ____ - ____ ____ ____ ____  Mobile #    (____ ____ ____) ____ ____ ____ - ____ ____ ____ ____  

  
RReessppoonnssiibbllee  PPaarrttyy  IInnffoorrmmaattiioonn  ((IIff  ddiiffffeerreenntt))  
 
Name: ____________________________________________________________  Phone #     (____ ____ ____) ____ ____ ____ - ____ ____ ____ ____  
 

Address __________________________________________________________ ______________________ ______________ _________________ 
   Street       City    State  Zip Code 
 

Email _____________________________________________________________ RReeffeerrrreedd bbyy::_______________________________ 
 

  
FFiinnaanncciiaall  PPoolliiccyy   
The fee for a 45-50 minute therapy session is $115.00, which will be charged within 24 business hours before your scheduled appointment.  
PLEASE NOTE:  Notification of appointments scheduled but not attended (cancellations) must be made 24 business hours before 
the appointment time. If you miss an appointment without notification, you will be charged on the credit or debit card you provide 
below.  By signing below, you also agree to be included on our email list.  If you prefer not to be included, please check this box.   

 
 
Credit Card # ___ ___ ___ ___ -___ ___ ___ ___ - ___ ___ ___ ___ - ___ ___ ___ ___ CVC2 Code ____ ____ ____ Exp Date: ______ / _______  
(The CVC2 code is a 3 or 4-digit number located on the back of your credit card.) 
 
 
Client’s Signature ________________________________________________________________________________ Date: _____ / _____ / _______ 
  
 
Partner’s Signature ______________________________________________________________________________ Date: _____ / _____ / _______ 

 

New Client Information Form 
 


