PAMELA GATES MA, LPCS, LCDC, ADC III

INFORMATION FORM






















































































               TODAY’S DATE__________________

CLIENT’S NAME:_________________________________________________DOB_____________AGE_____




last                                   first                         middle

SS#__________________________DL#/state________________________Sex______Marital Status_______

ADDRESS_______________________________________________________________ZIP CODE________



street                                                          city                                   state

BEST NUMBER(S) TO REACH YOU?________________________________________________________________





please circle: cell     home    work

cell    home    work

EMAIL ADDRESS: _________________________________EMPLOYER OR SCHOOL___________________

NAME OF SPOUSE(OR PARENT) _______________________________ADDRESS_____________________

SS# OF SPOUSE (OR PARENT)_________________________________(PHONE)_____________________

IF PATIENT IS A MINOR WHO IS FINANCIALLY RESPONSIBLE FOR THIS BILL?

______________________________________ADDRESS__________________________________________

 last               first                    middle

PHONE(S)_______________________SS#_________________EMAIL:___________________________

*******************************************************************************************************************************

REASON FOR VISIT:_______________________________________________________________________

______________________________________HOW DID YOU GET MY NAME? _______________________

PRIMARY CARE PHYSICIAN NAME, ADDRESS, PHONE#:_________________________________________________________________________________

******************************************************************************************************************************* 

INSURANCE COMPANY____________________ID#__________________Group/Policy#________________

Insurance Phone # ________________________INSURED NAME___________________________________ 

DOB _________NAME OF INSURED’S EMPLOYER______________________________________________

CLIENT’S RELATIONSHIP TO INSURED?  SELF   SPOUSE   CHILD   OTHER  (CIRCLE)

INS COVERAGE: DEDUCTIBLE ______________ COPAY ____________ INS AUTHORIZATION#_________

*******************************************************************************************************************************

$25.00 charge for returned checks   $50.00 charge for  no shows and cancellations made less than 24 hours  before appointment. $25.00 for medical records request.

I UNDERSTAND THT I AM FINANCIALLY RESPONSIBLE FOR ALL CHARGES FOR SERVICES TO ME, INCLUDING THE BALANCE REMAINING AFTER THE PAYMENT OF POSSIBLE INSURANCE BENEFITS.

SIGNED __________________________________________________________DATE____________________________

                    (CLIENT OR PARENT IF MINOR)

INSURANCE POLICY HOLDER CONTRACT

Please read and understand the following:

1. You are responsible for all Member Expenses, such as co payments and deductibles. These payments are due at the time of your visit.
2. Your insurance company may not cover the cost for all services rendered, If for any reason your insurance company fails to pay for services provided to you under the Member’s Benefit Contract or if the claim was rejected because they deem the services to be “medically unnecessary” you will be fully responsible for the costs.
3. If you change your insurance policy or are no longer a member of your current insurance plan, you are liable for your outstanding balance, including the costs or penalties that may have incurred.
4. All services may require authorization from your health insurance carrier. If your insurance company delays or does not authorize services, you will be responsible for the payment for any denied service..
5. Your medical records may be requested by your carrier at any time to perform utilization management and quality improvement activities You agree to give consent to release your medical records in the event that it is required by your insurance provider.
6. You, not your insurance company, will be charged for all NON-mental health charges that are outlined in the INFORMATION FORM or PROFESSIONAL DISCLOSURE AND ADMISSIONS FORM ( i.e. bounced checks, no show fees, legal fees and medical records request).
I have read and understand my responsibilities for payment even though I have Health Insurance. I promise to pay any charges that incur during my treatment that is not covered by Health Insurance.

_______________________________________     ________________      ___________
 (Client or parent/guardian if client a minor)



       date
 of birth


date

____________________________________________________

Printed Name

