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Client Information 
 
 

Client Name:_____________________ Date of Birth______ Today’s Date_______ 
 

Address:________________________________________________________________ 
   Street     City       Zip 
 
Home Phone_______________________ 

 
Work Phone__________________________ 

Cell Phone_________________________ Emergency Phone______________________ 
 
 

If the Client is a Minor, Please Complete the Following: 
Father’s Name______________________ Mother’s Name____________________ 
Father’s Work Phone________________ Mother’s Work Phone______________ 
Father’s Cell Phone__________________ Mother’s Cell Phone________________ 
Parent’ Address (if different from above):  Father___   Mother____ 
 
Street        City/State  Zip 
 
 
PAYMENT FOR SERVICES: 
Unless other arrangements are made in advance, payment is expected at the time 
the service is rendered.  A billing invoice will be provided that can be submitted to 
your insurance company for reimbursement. 
 
CANCELLATION POLICY: 
Once an appointment has been made a twenty-four hour notice of cancellation is 
required in order to avoid being charged for the reserved time.  Any missed 
appointments without a twenty-four hour prior notice of cancellation will require 
payment in full for the scheduled appointment. 
 
The payment for services and cancellation policy have been read, understood, and 
agreed to as indicated by my signature below: 
 
 
 
Client/Parent________________________________Date_______________________   

 



 

  
Dan Chartier, Ph.D. 

Lucy M. Chartier, Ph.D., NP, APRN-BC 
 

(919) 782-4587 
5613 Duraleigh Road Suite 101 Raleigh, NC 27612 

www.lifequalityresources.org 
 

 
 

Client Information 
 
 
Please complete as many of the following as possible: 
 

1. I was referred by: 
 
 
 
 

2. I am seeking help with/for: 
 
 
 
 
 

3. What other treatment interventions or methods are you currently using or have 
you used in the past, and what were the results? 

 
 
 
 
 
 

4. Are you familiar with self-regulation concepts?  Are you familiar with 
biofeedback/neurofeedback as tools to assist in the development of self-
regulation? 

 
 
 
 
 
 
 

5. What is your highest hope for what you (or your child) might accomplish from 
      your therapy, medications, or biofeedback/neurofeedback? 
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