
      Doctor of Clinical Psychology 
Licensed Marriage and Family Therapist
                    License  # MJ6904

NAME_____________________________________

ADDRESS___________________________________

CITY___________________STATE______ZIP_____

DOB________________Age______
PHONE    HOME(        ) _______________
                 WORK(        ) _______________
                 CELL (         ) _______________
E-MAIL ____________________________

OCCUPATION_____________________
EMPLOYER _______________________

SPOUCE OR SIGNIFICANT OTHER________________________

Method of Payment (check one): Check____Cash____CC________

CC # _________________________Exp. Date_________Code on 
Back_______

Name of person on CC_______________________
Their phone number      (____)   _______________--
Their e-mail____________________________________

Who Referred you?___________________________

May I contact them?  Yes______No______
                        

Today’s Date_________________________

                      

                        TWO MORE PAGES

1901 Newport Blvd Suite #272
Costa Mesa, Ca 92627

Phone 714 403-1100 Fax 949 574 2600
E Mail: drjerrybrownmft@gmail.com



                            
                                        CLIENT AGREEMENT

I understand the fee will be $200 per session and session will be a 50 minimum 
in length.

I understand that I must notify Dr. Jerry Brown 24 hours prior to cancellation of 
an appointment or pay for the appointment time.  

I understand that Dr. Jerry Brown will release no information to any outside 
source about me unless given specific permission to do so by me in writing with 
several exceptions:

This includes information pertaining to physical threats to others..

I understand Dr. Jerry Brown is required by law to report suspected child abuse 
or elder abuse.

I HAVE READ AND UNDERSTAND THE TERMS OF THIS 
AGREEMENT. 

Patient 
Signature___________________________Date_____________________          

                   

               THERAPIST COPY
                                                  

                         One more page

1901 Newport Blvd Suite #272
Costa Mesa, Ca 92627

Phone 714 403-1100 Fax 949 574 2600
E Mail: drjerrybrownmft@gmail.com



                                           CLIENT AGREEMENT

I understand the fee will be $200 per session and session will be a 50 minimum 
of length.

I understand that I must notify Dr. Jerry Brown 24 hours prior to cancellation of 
an appointment or pay for the appointment time.  

I understand that Dr. Jerry Brown will release no information to any outside 
source about me unless given specific permission to do so by me in writing with 
several exceptions. 

This includes information pertaining to physical threats to others or to myself. 

I understand Dr. Jerry Brown is required by law to report suspected child abuse 
or elder abuse.

I HAVE READ AND UNDERSTAND THE TERMS OF THIS AGREEMENT. 

                                          

                   PATIENT COPY

1901 Newport Blvd Suite #272
Costa Mesa, Ca 92627

Phone 714 403-1100 Fax 949 574 2600
E Mail: drjerrybrownmft@gmail.com


