PATIENT INFORMATION

Dx.Code:

(for office use only)





 
               M     F







   Patient Name



Sex (please circle one)

Client Home Phone #

   Date of Birth



Social Security #

Client Cell Phone #
   Marital Status



Spouse’s Name


Client Work Phone # 

   Street Address







Email Address
   City




State



Zip Code

   Social Security # of Primary Insurance Holder



Employer

   Street Address



City



State & Zip Code

   Who may we contact in case of an emergency? (List name, address, phone)

   Name, address, phone of nearest relative not living with you?

   Where would you like your statement mailed?

RESPONSIBLE PARTY INFORMATION (if different from patient)
   Responsible Party’s Name (if not client)

Relationship to Patient
   Responsible Party’s Employer



Home Address




   City




State



Zip Code

   Home Phone#



Work Phone#


Cell Phone #


REFERRAL INFORMATION

   Who were you referred by (doctor/ therapist/insurance provider/acquaintance?)

   If none of the above applies, how did you find out about me?

Please continue on the reverse side
INSURANCE INFORMATION

Will we be billing insurance on your behalf?

Yes  
No  
PAYMENT ARRANGEMENTS
For office based psychotherapy, psychiatric evaluation and other professional services, payment in full is required at the time services are rendered unless prior arrangements have been made with the business office.

Your are responsible for all charges for professional services rendered on behalf of the identified patient, including any charges not reimbursed by your insurance carrier unless a special arrangement has been agreed upon in writing.  You will be a charged a rebilling fee of $3.00 per month from the date of initial billing for any self-pay balance over 30 days on your account.

It is our policy that you will be charged for missed appointments unless we receive notice to cancel at least 24 hours before the scheduled appointment.  Should your appointment be scheduled on a Monday, notice would need to be given the Friday prior to the appointment. A $50 fee is charged for no shows or appointments canceled with less than 24 hours notice.
The signature(s) below indicate that you understand our financial policies and certifies that you are financially responsible for the services provided.  You are responsible for any collection or attorney fees or court costs associated with use of outside agencies required for collection of your account.

Patient Signature (If over 15)





Date




Responsible Party






Date



AUTHORIZATION TO RELEASE INFORMATION
I authorize the release of the above provided information and any medical information necessary to:  1) provide for adequate professional coverage in the absence of the primary doctor, 2) to verify insurance coverage, and 3) to file a claim for insurance benefits related to professional services rendered.
I also authorize the release of the above named doctor/therapist to speak with and/or write a report to my referring doctor/therapist and grant permission to request any medical records including psychiatric records regarding my medical history.

Patient Signature (If over 15)





Date




Responsible Party






Date



AUTHORIZATION OF ASSIGNMENT OF BENEFITS
I authorize direct payment of insurance benefits from 












(health insurance company name)  

to Jane Sutliff, Ph.D., LLC for professional services rendered.  
Patient Signature (If over 15)





Date




Responsible Party






Date



