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Thank you for choosing us to assist with your therapeutic needs. Please answer the following questions so that we may be of complete and accurate service to you.  Please read and sign the accompanying form(s)


____________________________________________________________________________________________________________________________________________________________
Patient’s Name

_____________________________________________________________________________________________________________________________________
Mailing Address								City, State and Zip Code+Four

______________________________________________________________________________________________________________________________________
Home Phone					Work Phone				Cell Phone

______________________________________________________________________________________________________________________________________
Parent or Guardian Name								Relationship

______________________________________________________________________________________________________________________________________
Mailing Address								City, State and Zip Code+Four

______________________________________________________________________________________________________________________________________
Best way to contact you?  								May we leave a message?

_______________________________________________________________________________________	Circle One:  	Male	Female
SSN:					Date of Birth

______________________________________________________________________________________________________________________________________
Employer								Occupation

______________________________________________________________________________________________________________________________________
Employer’s Address

Relationship Status (Please circle one):  	Single		Cohabitating (living together)	First Marriage		Widowed
				Separated		Significant Other		Divorced			Remarried

______________________________________________________________________________________________________________________________________
Spouse, Partner or Significant Other			Date of Birth				SSN:  

______________________________________________________________________________________________________________________________________
Mailing Address								City, State and Zip Code+Four

______________________________________________________________________________________________________________________________________
Home Phone					Work Phone				Cell Phone

______________________________________________________________________________________________________________________________________
Spouse, Partner or Significant Other’s Employer				Occupation

______________________________________________________________________________________________________________________________________
Referred By							May we Thank Them?

Children and/or other household members.  Please include their names, ages and relationships:_________________________________________________________
______________________________________________________________________________________________________________________________________

Insurance Information: 
______________________________________________________________________________________________________________________________________
Insurance Carrier					Health Insurance Identification Number (including any prefixes)

______________________________________________________________________________________________________________________________________
Insurance Carrier Mailing Address							City, State and Zip Code+Four

______________________________________________________________________________________________________________________________________
Insurance Carrier’s Phone Number							Who is the Primary Subscriber for this plan?

______________________________________________________________________________________________________________________________________
Subscriber’s Date of Birth								Your relationship to the subscriber


I hereby consent and authorize to have this therapist and/or billing agency make any and all insurance claims on my/our behalf.  I understand that all questions concerning insurance reimbursement and financial responsibility are to be discussed with my therapist. 



______________________________________________________________________________________________________________________________________
Signature of patient.  If the patient is a person under the age of 18, then a parent or legal guardian must sign.				Date
