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Evidence-based Therapy




INITIAL PATIENT INFORMATION 
Date _______________   Name ______________________________________________     Date of Birth _____________________   
Patient Home Address ____________________________   City_____________________ State __________ Zip ___________
Home Phone # ____________________​​​​​________________     Cell Phone # __________________________________________
Work Phone #:____________________________________      E-mail Address ________________________________________

Responsible Party name __________________________________   DOB __________________ Relationship ___________
     Address ___________________________________________    City__________________   State__________   Zip____________
     Home Phone # ________________________________________      Cell Phone # ____________________________________
Emergency Contact Name ____________________________ Phone # ______________________ Relationship_________
You may contact me regarding my appointments by:  

     Voice mail message at ____________________________________    E-mail _________________________________________
Sensitive/confidential medical information regarding my care may be handled as follows:

____You may leave voice mail messages at the following number(s): ________________________________________
____You may e-mail me at the following e-mail address: ______________________________________________________
Medicare Insurance   ____Yes    _____No    

Medicaid ____Yes      ____No    
Report any insurance changes; and present current insurance card to receptionist.

Primary Insurance Company: _________________________   Name of Insured: ______________________________
DOB of Insured: ____________________   Mental Health Managed by:  ___________________________________________
Policy #: ________________________________________________   Group #:   ____________________________________________
Secondary Insurance Company: _______________________   Name of Insured: ______________________________

DOB of Insured: ____________________   Mental Health Managed by:  ___________________________________________

Policy #: ________________________________________________   Group #:   ____________________________________________

I understand that payment is due at the time of the service, including all co-pays, self-pay fees and outstanding balances.

_______________________________________________________             

____________________________________

                      Patient Signature 



         


Date

_______________________________________________________           
               ____________________________________

                      Guardian Signature


         



Date
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07/2014

