
Sunrise Psychotherapy              P: 281-203-1843                 4606 FM 1960 W, Suite 580, Houston, TX 77069      

Sunrise Psychotherapy 
 

Veronica M Funke, Licensed Clinical Social Worker (LCSW #32342) 
 

 
CLIENT INFORMATION 
 

Name: ______________________________________________________________________________ 
   First        M.I.     Last 
 

Sex:  Male   Female     Date of Birth: _________________      last 4 digits of SSN: xxx-xx-_______ 
 

Home Address: _______________________________________________________________________ 
                                                                                                          Address   
____________________________________________________________________ 
                           City                              State                                                        Zip Code 
Phone Number: ______________________________________       Cell      Work       Home 
 

Alternate Phone Number: ____________________________________       Cell      Work      Home  
 

RESPONSIBLE PARTY INFORMATION (if different from client) 
 

Name:  ______________________________________________________________________________ 
 

Relationship to Client: ____________________              Phone Number: __________________________ 
 

Address: _____________________________________________________________________________ 
 
INSURANCE 
 

Primary Insurance: _____________________________________________________________________ 
 

Group/Plan # ________________________________ 
 

Primary Insured Name: __________________________           Relation to Client: ___________________ 
 

Date of Birth: _____________________      last 4 digits of SSN: _xxx-xx-____________________ 
 

Employer Information: __________________________________________________________________ 
                                                                                                Name 
_____________________________________________________________________________________ 
                                                  Address                                                                                                      Phone Number 
Secondary Insurance: ___________________________________________________________________ 
 

Group/Plan # _________________________________ 
 

Secondary Insured Name: _________________________              Relation to Client: ___________________ 
 
 
 

A copy of your DRIVER’S LICENSE and INSURANCE CARD is required. 
 

Payment of services is handled prior to your session.  
 


