
Today’s Date 				Clarity Counseling Associates				Dx: ________
For office use only

Clinician
____________

___________			 50 Nashua Road, Suite 200A
					      Londonderry, NH 03053
					            603-425-7600 


Client Name: __________________________________________  Client DOB: _____/_____/___

Marital Status: 		Married		 Single	  	   Other
Employment Status: 	Employed	 FT-Student	   PT-Student           Unemployed/Other

Parent/Guardian Name if a minor: ___________________________________________________

Street Address: 	__________________________________________________________________

City/State/Zip:	 _________________________________________________________________

Home Phone:	 ____________________________	OK to leave messages?  		YES	NO

Cell Phone:  _______________________________   OK to leave messages or text?	YES 	NO

Cell Phone:  _______________________________   OK to leave messages or text?	YES 	NO

Email: __________________________________________________________________________			

Primary Insurance Information:

Insurance Name:  _________________________________________________________________

Client’s Insurance ID Number:		 ______________________________________________

Subscriber’s Insurance ID Number:	_______________________________________________
(if different from client)

Subscriber’s Full Name 			________________________________________________

Subscriber’s DOB:			________________________________________________

Subscriber’s Relationship to Client 	_______________________________________________

Subscriber’s Policy/Group # :	 _____________________________________________________
	
[bookmark: _GoBack]Subscriber’s Street Address (if different from above) _____________________________________

Subscriber’s City/State/Zip:	______________________________________________________

**************************************************************************************************
Office Use:
CO-PAY Amount: $_____________		Deductible: 	YES 	NO   Policy renewal date: ______________

Deductible: 			$____________ / $____________	Individual/Family
Deductible used	:		$____________ / $____________

CO-INSURANCE		 ____________%			Authorization Required:   Y / N
Pre-certification #: _________________________	#of Sessions Pre-certified: ________________
