Patient’s name: ___________________________________


Confidential Information – Adult

   Dr. ____________________________________________

   Date___________________________________________
Name___________________________________________________________________SS#_________________________ 
          first

                  middle or maiden                                    
last

Age________
Date of Birth_________________Sex:  Male  Female  Other     Education


             
Home Address












            
street





city


state             zip

Home Phone





 Work Phone





             
Cell Phone _________________________________________ Pager____________________________________________
e-mail address _______________________________________________________________________________________ 
If I need to contact you between sessions, which numbers are OK to call or leave a message?


(  Home
(  Work
(  Cell

(  Pager
Occupation





 Employer





             
Work Address












            
street





city


state              zip

Marital Status       (  Single       (  Married       (  Divorced       (  Separated       (  Widowed       (  Live with partner      

Spouse’s/Partner’s name_____________________________________________________________DOB____________________  

Spouse’s/Partner’s occupation




Employer ________________________________________
Person to notify in case of emergency___________________________________________________________________________   

Phone (Home)______________________________   (Work)_________________________   (Cell)_________________________

Address (if different than yours)_______________________________________________________________________________

Payment Information

Financially Responsible Party:
Self 

Other 

If self, give billing address below:

Please provide the following information about the Financially Responsible Person, IF it is not the patient:

Name:








 Age

 SS#


            ___ 
Relationship to Patient:




 Home phone:


 Work phone:
           ____________ 
Employer:






 Occupation:




           ___ 
Billing Address:











_________________

Please provide the information regarding insurance(s) and/or health plan(s) to be utilized:

Primary Insurance Company:





 Subscriber’s Name:





Subscriber’s ID #:



 Subscriber’s Group #:


__ Subscriber’s DOB: _____________

Subscriber’s SS#:_____________________________________________

Insurance Company Address:










         ___ 
street





city


state
zip

Insurance Company Phone #:



 Annual deductible amt:
__________ Deductible met?
__    _    

Secondary Insurance Company:





 Subscriber’s Name:
_______    _________       
Subscriber’s ID #:



 Subscriber’s Group #:


_Subscriber’s DOB: _______________

Insurance Company Address:










                                                                        street





city


state
zip
Insurance Company Phone #:



 Annual Deductible Amt:
  ________  Deductible Met? _   ____        _  

Payment/Insurance Agreement& Authorization to Send Reimbursement Information

I accept responsibility for payment of charges for services rendered to the above named patient.  I understand that full payment and/or my copayment and/or deductibles are expected at the time services are rendered unless the doctor agrees otherwise.  I understand that, unless the above named patient has coverage under a managed health plan (e.g., HMO, PPO, EAP, etc.) to which I subscribe and in which the doctor is a participating provider, I am personally responsible for the payment of all charges.  I understand that, as a courtesy, the doctor will file insurance claims for the services provided, however, this does not release me of my responsibility for payment of the charges for services.  Payment for any charges denied or not covered by my insurance company become my responsibility and I agree to pay these charges.  I also understand that any court order I have is an agreement between myself and the courts NOT the doctor and I am still responsible for payment of all charges.  I understand and agree that I may be charged for and required to pay for missed appointments not cancelled at least 24 hours in advance.  I further understand and agree that a collection agency and/or the courts may be used in the event of delinquent payment, and I realize that such action could require that the doctor release to the collection agency, attorneys, and/or the courts, information which identifies the parties involved, gives the patient diagnoses, and describes the dates and nature of the charges, as well as all other information contained on any claim  filed.  In addition, if I have requested that the doctor file the charges to my insurance company, I understand that securing benefits under health insurance or other health plans will require that the doctor provide the plan management with confidential patient information, including diagnosis and the dates and type of service rendered.  Further, I understand that for utilization review, quality assurance, and other claims review purposes, it may sometimes be necessary for the doctor to provide the plan management with additional information concerning case history, presenting problems, treatment plans, prognosis, and other case information.  I fully and freely consent to the release of any and all such patient information as is necessary for the processing and review of health care claims made by or on behalf of the above named patient.  This consent shall remain in effect until all claims have been fully processed and all review procedures completed.

__________________________________________________________                                                   _________________________
Signature of adult patient or parent/legal guardian of patient less than 18 years of age                                                                                            Date
