SHANNON ALBARELLI, PSY.D.

57 UNION PLACE
ST. 212

SUMMIT, NJ  07901
NEW CLIENT INFORMATION FORM

Name: 






  Birthdate: 





Address: 












Phone: (Home) 




  (Cell) 






Parents’ Names: 











Employer or School Name:  









Person to Contact in an Emergency:  








Relationship: 




  Phone: 






Consent to Treatment and policies
I do hereby seek and consent to take part in psychological services rendered by Dr. Shannon Albarelli, Psy.D.
I do hereby seek and consent for my child to take part in psychological services rendered by Dr. Shannon Albarelli.  

I understand that payment is due at the time services are rendered.
I know that I must call to cancel an appointment at least 24 hours before the time of the appointment.  If I do not cancel and do not show up, I will be charged for that appointment.

I am aware that an agent of my insurance company or other third-party payer may be given information about the type(s), cost(s), date(s), and providers of any services or treatments I receive. 
My signature below shows that I understand and agree with all of these statements.
Client Signature:  






  Date: 




Parent’s Signature (if client is under 18): 







