Sarah Horvath, LCSW
800 Hwy 290 West Building A Suite 300 Dripping Springs TX. 78620   512-625-4101     Fax 512-858-9001
therapy@austin.rr.com     www.DrippingSpringsTherapy.com          

Office Space only DX______________________________________________________________________________________________________
In the event we file your insurance claim, by signing below, you authorize the release of medical information requested by the insurance company and you authorize payment of insurance benefits directly to Sarah Horvath, LCSW

Signature__________________________________________________________________Date__________

Client _____________________________________________________DOB____________Age___________
Address_________________________________________ City/ Zip__________________________________
Client Phone: Cell#_______________________   Email____________________________________________
Occupation/grade_________________Employment/School___________________DL#___________________

Household Members:     Name             M/F                   Relationship to client                             Date of birth/Age
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Spouse/partner/Parent/Guardian/other information if applicable:
Name_____________________________ Relationship _______________Cell__________________________ 
Address___________________________________________________________________________________
Email________________________________DOB__________Age____DL#____________________________
Name_________________________ Relationship____________________ Cell_________________________
Address___________________________________________________________________________________
Email__________________________________ DOB_____ Age____ DL #_____________________________

Emergency Contact____________________________Phone___________________Relationship____________

Our office will file your insurance unless there are no benefits.

Primary insurance___________________________ Secondary insurance_______________________________
A COPY OF YOUR INSURANCE AND DRIVERS LICENSE IS REQUIRED

