
 Client Contact Sheet 

Date: 
 

BTC Location: 
 

Client Name: 
 

DOB: 
 

Primary Phone #: 
 

Secondary Phone #: 
 

Email Address: 
 

Address: 
 

City: 
 

State & Post Code: 
 

Medicare Card No: Ref No:                                              Exp: 

DVA Card No: Ref No:                                              Exp: 

HCC/pension Card No: Ref No:                                              Exp: 

Health Insurance cover:  

Healthcare Providers □ check this box if we may contact your provider(s) 

Preferred Doctor: 
 

 Office Phone #: 
 

Address: 
  

City: 
 

State & Post Code: 
 

Specialist: 
(optional) 

Office Phone #: 
(optional) 

Other: 
(optional) 

Office Phone #: 
(optional) 

Legal Guardian/NOK/Emergency Contact □ check this box if preferred contact 

Name: 
 

Relation to Client: 
 

Phone #: 
 

Email: 
 

Address: 
 

City: 
 

State & Post Code: 
 

Legal Guardian/NOK/Emergency Contact (optional) □ check this box if preferred contact 

Name: 
 

Relation to Client: 
 

Phone #: 
 

Email: 
 

Address: 
 

City: 
 

State & Post Code: 
 

 


