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THIS INFORMATION WILL BE KEPT CONFIDENTIAL 
 
Name:   ________________________________________________________________________________________    

     First                        Middle Initial                      Last             
 
Address: _______________________________________________________________________________________ 
             
Birth Date: _____________________________  Email: ___________________________________________ 
 
Home Phone: _________________________________    Ok To Leave Message?         □ Yes    □ No 
Work Phone:  _________________________________    Ok To Leave Message?          □ Yes    □ No 
Cell Phone:    _________________________________     Ok To Leave Message?          □ Yes    □ No 
 
Marital Status:  □ Single      □ Married      □ Separated   □ Divorced □ Widowed □ Living with___________ 

 
Children?   □ Yes    □ No     If so, how many? _____________    How many live with you? _______________ 
 
Employer: ____________________________________                  Physician: ________________________________ 
  
Previous Psychotherapist(s): _____________________  Referred by: ________________________________ 
 
Okay To Thank Referral?     □ Yes       □ No 
 
 
Name of Spouse/Partner/Other: _____________________________________________________________________
  
Birth Date:____________________________________ 
 
Home Phone: _________________________________    Ok To Leave Message?         □ Yes    □ No 
Work Phone:  _________________________________    Ok To Leave Message?          □ Yes    □ No 
Cell Phone:    _________________________________     Ok To Leave Message?          □ Yes    □ No 
 
          
 
Submitting Bills To Insurance 
Our practice is fee-for-service and our therapists are treated as out-of-network providers by many PPO insurance cariers. While we 
are not responsible for insurance compensation, we will mail you a monthly statement and the insurance form that can be 
submitted to your insurance carrier. To facilitate this process, we need a copy of your insurance card. 
 
I understand that payment will be made at the time of each session and I hereby assume full responsibility for 
the expenses incurred in the care of the client listed above. I understand that I am responsible for all charges, 
regardless of insurance coverage and am responsible for any charges incurred in collection efforts. 
 
 
Sign: _____________________________________________   Date: ______________________________________ 
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Therapist:  _______________________           Individual Rate:   
____________ 
                Conjoint  Rate:     
____________ 
Returning Client:      □ Yes □ No           Initial Eval Rate: 
____________ 
  
Primary Procedure Code: □  Individual  90806 DSM IV Diagnosis: 
               □  Conjoint   90847 Axis I:     
 _________________ 
               □  20-30 Min   90804 Axis II:    
 _________________                □  75-80 Min   90808
 Axis III:   _________________ 
               □  Initial Eval 90801 Axis IV:  
 _________________         
 Axis V: _________________ 
                   Current 
GAF_________________ 
 
 

 


