Patient Information

Name _________________________________________________________________

Date of Birth __/__/____                Marital Status________

Contact Information      (Please check preferred method)

 Address ________________________________________________________________

               ________________________________________________________________

               ________________________________________________________________

Telephone(s) ____________________________________________________________

Email __________________________________________________________________

Emergency Contact_______________________________________________________

Employer_______________________________________________________________

Primary Care Physician___________________________________________________

Therapist, if any: 

Known Allergies _________________________________________________________________

Current Medications ______________________________________________________________



      ______________________________________________________________

Method of Payment   (check all that apply)


_Personal


_ Third Party


_ Insurance Policy        Insurer________________________________________________




          Policy #/ ID #___________________________________________

                                                     Insured’s  Name (if different from patient)_______________________

                                                                       Address______________________________________

                                                                       DOB ________________________________________

                                                                       Employer_____________________________________





         Insurer’s Billing Address/Telephone/URL





____________________________________________________





____________________________________________________





____________________________________________________





        Copayment/Deductible _____________________________

Appointments cancelled with less than 24 hours’ notice will be billed at the full rate.

Appointments in excess of pre-authorization by your insurer may be billed to you directly.

Please sign here  to acknowledge your acceptance of these policies: __________________________
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