The Wilson Center for Well-Being, LLC
Ann M Wilson, Licensed Professional Counselor

2854 Johnson Ferry Road, Suite 200, Marietta. GA  30062

Patient and Insurance Information

Please Print Clearly                      THIS SHEET MUST BE FILLED IN COMPLETELY            
Date___________________________________________
Email ______________________________________         

Client’s First Name




    
        Last Name

               
M       

Address





     City



   State

   Zip



Telephone (Cell)





       (Home or Work)






Birthdate
/
/
      Age

      Gender      F     M        Race






Marita Status (Circle One) Single / Married / Divorced / Widowed / Domestic Partnership

Name of Spouse/Guardian







  Phone





Address





      City



    State

   Zip

Referred to Provider by: Dr._____________________ Family  Friend  Internet  Insurance  Other____________________
Insurance Information -If not using insurance, check here 
Insurance Company Name___________________________________________________________________________
Claims Address____________________________________________________________________________________

Member ID_____________________________________________ Group ID__________________________________
Authorization Number (if applicable)_______________________EAP? If yes, # of visits authorized__________________

Primary Subscriber Name__________________________________ Phone #_______________________________
Date of Birth of Primary Subscriber_______________________ Employer Name________________________________
Primary Subscriber Member ID:_______________________________________________________________________

Address of Primary Subscriber:________________________________________________________________________
Patient Relationship to Primary Subscriber (Circle One)  Self    Spouse/Domestic Partner    Child
*If secondary insurance exists, please complete insurance information on a second form.
Assignment of Benefits:

I authorize the payment of benefits to The Wilson Center for Well-Being, LLC and Ann Wilson, LPC as described on HCFA 1500 claim form, electronic transmission format or traditional letter format. This assignment will remain in effect until revoked by me in writing. A photocopy of this agreement is to be considered valid as original, I understand that I am financially responsible for all charges whether or not paid by insurance. If the account is assigned to an attorney for collection and/or suit, the prevailing party shall be entitled to reasonable attorney’s fees and costs of collection. I hereby authorize said assignee to release all information necessary to secure payment. In addition, I give permission for my child to see Ann Wilson of The Wilson Center for Well-Being LLC if applicable.

________________________________________________       ________________________________________

Client or Guardian




  Date

Primary Insurance Subscriber (If not client)
OFFICE USE ONLY
Diagnosis:_______________  _______________  _______________  _______________
NOTES:_________________________________________________________________________________________________________________________________________________________________________________________________________________
