NeuroPsychology Associates, Inc. 

Child, Adolescent, and Adult Neuropsychologists

____________________________________________________________________________________

Patient Demographic/Payment Form
Today’s Date:  _________________________
Patient’s Name: ________________________ 
Date of Birth:  _______________________

Street Address: _________________________ 
City, State, ZIP: ______________________

*  *  *  *  *

Parent/Guardian Name: ________________________________________________________

Parent/Guardian Date of Birth: ____________ 
Parent/Guardian SS#: __________________

Address if Different From Above: _______________________________________________

Home Phone:  _________________________  
Work Phone: _________________________

*  *  *  *  *

Person Responsible for Payment: ________________________________________________

Relationship to Patient:  _______________________________________________________

Billing Address: _____________________________________________________________

Home Phone:  _________________________  
Work Phone: ________________________

*  *  *  *  *

Primary Insurance Name: ______________

Subscriber ID#: ______________________

Name of Insured: _____________________

Relationship to Patient: ________________

Secondary Insurance Name: __________
 
Subscriber ID#: ______________________

Name of Insured: ______________________

Relationship to Patient: ________________

Credit Card Type: _____________________  
Expiration Date: ______________________

Credit Card Number: ___________________   
Three Digit Number on Back: ___________
Signature of Card Holder: ______________________________________________________
Important Notice:  Copays, deductibles, or other out-of-pocket expenses not paid by responsible party 30-days after billing date will be charged via credit card.

NeuroPsychology Associates, Inc., Child, Adolescent, and Adult Neuropsychologists

345 Blackstone Boulevard, PO Box 603102, Providence, Rhode Island 02906, (401) 455-0221


