
MARILYN J. WOOLEY, PH.D. 
CLINICAL PSYCHOLOGIST 

CALIFORNIA LICENSE PSY5781 
2469 OLD EUREKA WAY, REDDING, CA 96001 
PHONE: (530) 244-9977   FAX: (530) 244-0899 

cottagedocs@yahoo.com 
 
 

Client Information 
 

Name: _______________________________________________________________________Date: __________________________ 
 
Date of Birth: _________________________________Age:_________________SSN:_______________________________________ 
 
Street Address:_______________________________________City:_________________________State/Zip_______/____________ 
 
Telephone: Cell: ________________________ Home: _________________________ Email: _________________________________ 
 
Marital Status:  S   M   W   Se    D Name of Spouse: ________________________________________DOB: ____________________ 
 
Employer: ________________________________________________Your Occupation: ____________________________________ 
 
Street Address: _____________________________________City: ________________________State/Zip: _______/_____________ 
 
 
Insurance* 
 
Primary Insurance Company: _____________________________ID#_____________________________ Group#: ______________ 
 
Secondary Insurance: ___________________________________ ID# ____________________________ Group#: ______________ 
 
 
EAP* 
 
Company__________________________ Authorization Code: __________________ Start Date: __________ # Sessions_________ 
 
Contact names and phone numbers______________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
 
 
Workers Compensation* 
 
Company: ________________________________________ ID#: ________________________ Pending: _____ or Confirmed: _____ 
 
Contact names and phone numbers______________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
 
 
*For EAP and Workers Comp, please provide letters of decision if available. For Insurance, please provide a copy of the front and 
back of your card. 
 

mailto:cottagedocs@yahoo.com


Emergency Contact 
 
Name: ___________________________________________Phone: ____________________Relationship to you: _______________ 
 
 
Street Address: _____________________________________City__________________________State/Zip: ______/_____________ 
 
 
 
Consent for Treatment 
 
I, _________________________________________ give my consent for services with Marilyn J. Wooley Ph.D. and associated 
professional staff to include psychological testing and evaluation, psychotherapy, and involvement in the treatment process. 
 
Client Signature: ______________________________________________________________Date: __________________________ 
 
Responsible Party: _____________________________________________Relationship to Client: ___________________________ 
 
Signature: __________________________________________________________________Date:_____________________________ 
 
 


	Name: 
	Date: 
	Date of Birth: 
	Age: 
	SSN: 
	Street Address: 
	City: 
	StateZip: 
	undefined: 
	Telephone Cell: 
	Home: 
	Email: 
	Name of Spouse: 
	DOB: 
	Employer: 
	Your Occupation: 
	Street Address_2: 
	City_2: 
	StateZip_2: 
	undefined_2: 
	Primary Insurance Company: 
	ID: 
	Group: 
	Secondary Insurance: 
	ID_2: 
	Group_2: 
	Authorization Code: 
	Start Date: 
	Sessions: 
	Contact names and phone numbers 1: 
	Contact names and phone numbers 2: 
	Contact names and phone numbers 1_2: 
	Contact names and phone numbers 2_2: 
	Name_2: 
	Phone: 
	Relationship to you: 
	Street Address_3: 
	City_3: 
	StateZip_3: 
	undefined_3: 
	I: 
	Date_2: 
	Responsible Party: 
	Relationship to Client: 
	Date_3: 
	Company: 


