
 
 

 
Julie J. McKean, LMHC, NCC, LLC 

Bridgewater Professional Park 
4913 Van Dyke Rd. 
Lutz, Florida  33558 

(813) 453-1151 Fax (813) 961-5919 
 
 
 
 
 
Patient Information:              Today’s Date: ____-____-______ 
 
Last Name: ____________________ First Name: ___________________ Mi: ____    Date of Birth: ____-____-______ 
 
Street Address: _____________________________________________________     Gender:    ⃞  Male     ⃞  Female 
 
City: ____________________  State: _______ Zip: ___________              
 
Phone Number:  (______) _______-___________      May we leave a message?    ⃞  Yes         ⃞  No 
 
Email Address: _______________________________________  May we contact you via email?    ⃞  Yes        ⃞  No 
 
Name of Parent/Guardian (if minor):  __________________________________________ 
 
Relationship with Patient:     ⃞  Self     ⃞  Spouse     ⃞  Parent     ⃞  Legal Guardian    ⃞  Other: ______________ 
 
Marital Status:    ⃞  Never Married    ⃞  Domestic Partnership    ⃞  Married    ⃞  Separated     ⃞  Divorced     ⃞  Widowed 
 
Please list any children/age: __________________________________________________________________________ 
 
Employer: ___________________________________________  Occupation:__________________________________ 
 
Student?    ⃞  Yes       ⃞  No        If so,    ⃞  Part-Time   ⃞  Full-Time    School: ___________________________ 
 
Referred by (if any): __________________________________ 
 
 
Insurance Information: (Primary Insured) 
 
Primary Insurance Company: _______________________________  Insurance Policy #: _________________________ 
 
Group #: _______________________  Primary’s Employer: ________________________________________________ 
 
(Person Responsible for Insurance) Last Name: ____________________ First Name: ___________________ Mi: _____ 
 
Relationship with Patient:     ⃞  Self       ⃞  Spouse       ⃞  Parent       ⃞  Legal Guardian       ⃞  Other: ___________ 
 
Street Address: _____________________________________________________  Date of Birth: ____-____-_______ 
 
City: ____________________  State: _______ Zip: ___________             Gender:    ⃞  Male       ⃞  Female 
 
 
_________________________________________________________________________________________________ 
 
IN CASE OF EMERGENCY: Who should be notified? ___________________________________________________________ 
 
Phone: (_____) ______-_________    Relationship to patient: ___________________________________________________ 

 
 

 
 
 


