Rita Nesheiwat, MFT 

8565 S. Eastern Avenue
Suite 114
Las Vegas, NV 89123
Client Information Sheet

Name:   ____________________   Date of Birth: _____________ Age: ______   Sex: M or F
Current Address:____________________________________________________________
Phone Number: _____________________________________________________________
Insurance: _________________________________________________________________
Policy Holder: _____________    Policy Holder Date of birth: _____________________
Policy Holder’s address: _________________________________________

Policy #: ______________________   Grp #: ____________________

If you are married, please list your spouse’s name and phone number:
Employer or School: __________________________________________

Do you have children (Please circle):  Yes      No

If so, please list their names and ages: 

1. ______________________    Age ______

2. ______________________    Age ______

3. ______________________    Age ______

4. ______________________    Age ______

Have you had any prior mental health services? Ex – Psychiatrist, mental health hospitalizations, therapy? If so please explain and give dates of service. __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Reason for visit in your words: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
