Center for Behavioral Heatlh & Wellness, LLC.
Phone: 847-296-3442                                         Fax: 847-296-3543
Today’s Date: _______/_____/_2007


Time:__________________AM/PM     

PATIENT INFORMATION​​​​​​​​​​​​​_______________________________________________
Patient’s last name: _________________________First: ______________Middle: _____     

Title:  ⁯Mr. ⁯Mrs. ⁯ Miss ⁯ Ms. ⁯ Dr.

Marital status: ⁯ Single ⁯ Never married ⁯ Married ⁯ Divorced ⁯ Separated 



⁯ Widowed

Birth date:____/____/____ Age:______ SSN:____-_____-_______Sex: ⁯Male ⁯Female 

Street address:____________________________________________________________


    City_______________________________ State_______ Zip Code__________ 

Phone: ⁯ Home(_____)____________________  ⁯ Cell (_____)___________________


⁯ Work(_____)____________________Ext._____________________________


⁯ E-Mail__________________________________________________________

Please check preferred method for contact above. Can message be left? ⁯ Yes ⁯ No

EMPLOYMENT INFORMATION_________________________________________
Occupation:__________________________Employer:___________________________Employment status ____________________
     

REFERRAL INFORMATION_____________________________________________ Reason for referral:________________________________________________________
Referred to clinic by (Please check one box): ⁯ Dr.______________________________
⁯ Insurance plan ⁯ Hospital ⁯ Family ⁯ Friend ⁯  Close to home/work/school ⁯Self
⁯ Yellow Pages ⁯ Other___________________________________________________
     

I authorize you to contact my referring physician to notify him/her that I have arrived to initial session.      ⁯ Yes          ⁯ No

INSURANCE INFORMATION____________________________________________
Primary Insurance:

Insured last name: _________________________First: ______________Middle: _____   

Birth date:____/____/____ Age:______ SSN:____-_____-_______     

Street address:____________________________________________________________


    City_______________________________ State_______ Zip Code__________ 

Insurance Company:_______________________________________________________
Phone Number: (_____)__________________ Facsimile (_____)___________________
Subscriber’s Name:________________________________________________________

Group number:________________Policy number:______________Co-payment:_______

Patient’s relationship to subscriber:
⁯ Self ⁯ Spouse ⁯ Child ⁯ Other

Secondary Insurance: ⁯ Yes ⁯ No

Insurance Company:_______________________________________________________

Phone Number: (_____)__________________ Facsimile (_____)___________________

Subscriber’s Name:________________________________________________________

Group number:________________Policy number:______________Co-payment:_______

Patient’s relationship to subscriber:
⁯ Self ⁯ Spouse ⁯ Child ⁯ Other

Credit Card information






Name as appears on card:___________________________________________________

Type of Card________________________________  Expiration Date____/____/______


Please note this credit card will be processed for co-payment unless you indicate different method of payment.    
IN CASE OF EMERGENCY: 
Name of local friend or relative (not living at same address):_________________ Relationship to patient:_____________________________________________________

Home phone: (_____)__________________Work phone: (_____)___________________
· I understand that payment is to be made at the time of the session unless prior financial arrangements have been made.

· I agree to pay a NO Show or Late Cancellation Fee of $100 if I do not cancel within 48 hours before a scheduled appointment.

· I have read and agree to the terms of the Psychologist-Patient Services Agreement.

The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the Center for Behavior Health & Wellness,LLC. I understand that I am financially responsible for any balance. I also authorize Center for Behavioral Health & Wellness,LLC or insurance company to release any information required to process my claims.

Patient signature:________________________________________Date____/____/_2007
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