Demographic Information
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First Name: _____________________________     Last Name: __________________________________________ 

	Date of Birth: __________________________________
	Social Security Number:_________________________



Home address: ____________________________________________
		Street Address

             __________________________________________
    City				  State	  Zip

Mailing Address (if different): __________________________________________
		    	               Street Address

 	          __________________________________________
   	              City				  State	  Zip

County: ____________________________________________________________
					
	
Primary Phone: ________________________________
	
Email: _______________________________________

	
Gender Identity: _______________________________
	
Gender (on Insurance): M / F

	
Race: ________________________________________
	
Ethnicity (Hispanic or Latino): Y / N

	
Marital Status: _________________________________
	
Military / Veteran Status: _______________________

	
Primary Language: ______________________________
	
Highest Level of Education: ______________________

	
Employment Status: ____________________________
	
Primary Care Physician: _________________________

	

	Emergency Contact: _______________________________Relation: _______________ Phone: _______________

	
Guardian if applicable: _____________________________ Relation: _______________ Phone: _______________




First Date of Service___________________________


Type of Service:

___ Psychotherapy (individual)		_____ Group psychotherapy    		  _____ Substance Use

___ Co-Occurring therapy (individual)	_____ Co-Occurring group therapy   	  ______Psychological Testing

____ Medication Management		_____Medication Management with psychotherapy



Insurance Information: If Subscriber is other than the client, please complete the section below with the Subscribers information.

First name: _____________________________   Last Name: _________________________________

Address: ___________________________________________________________________________

City: _____________________________________ State: _____________  Zip Code: ______________

Date of Birth: ________________________   social security # _____________________ Gender: _____

Employer Name (for insurance purposes): ____________________________________________

Relation to client:    _____Financially Responsible      _______ Legal Guardian   ______Emergency Contact


Primary Insurance: _______________________________   Primary Insurance Phone # _______________

Claims Address: ________________________________________________________________________

Policy Holder Name: _____________________________________________________________________

Primary Policy # __________________________________ Primary Policy Group # ____________________

Effective Date of Coverage: __________________ Deductible Amount ____________   Deductible Met   Y / N

Co-Pay Amount _________________ Co –insurance Amount _____________   Annual Limit ______________

Managed Care Name __________________________ Managed Care phone # __________________________

Authorization Required   Y / N		Authorization Number ______________________________________

Total Sessions Authorized ____________   Authorization Start Date ___________ Expiration Date __________


Secondary Insurance: _______________________________   Primary Insurance Phone # _______________

Claims Address: ________________________________________________________________________

Policy Holder Name: _____________________________________________________________________

Primary Policy # __________________________________ Primary Policy Group # ____________________

Effective Date of Coverage: __________________ Deductible Amount ____________   Deductible Met   Y / N

Co-Pay Amount _________________ Co –insurance Amount _____________   Annual Limit ______________

Managed Care Name __________________________ Managed Care phone # __________________________

Authorization Required   Y / N		Authorization Number ______________________________________

Total Sessions Authorized ____________   Authorization Start Date ___________ Expiration Date __________

