
 

 

                                                         Client Information  
 
First:________________________       Last:___________________________________ 
 
Address:_____________________________________________________ 
 
City:_________________________   State:____    Zip:_______________ 
 
Phone:  H: _______________________           Employer Name:__________________________ 
 
              W: ______________________      Employer Address:_________________________________ 
 
SS#:________________________              Date of Birth:_________________________ 
 
Referred by?:________________________________ 
 
Clinician’s Name:_____________________________ 
 
Authorization #:______________________________ 
 
                                                           Insurance Company 
 
Name:___________________________________ 
 
Address:____________________________________________________ 
 
City:___________________  State:_____    Zip Code:_______________ 
 
Phone#___________________________ 
 
                                                           Subscriber Information 
 
First:_________________  Last:__________________________     Employer:_____________________ 
 
Address:___________________________________    Employer Address:_________________________ 
 
City:_________________  State:______  Zip Code:____________             ________________________ 
 
SS#_______________________  Group# ________________________   DOB:_____________________ 
 
                                                                     Diagnosis 
 
Diagnosis:____________________________________________ 
 
                                                           Additional Information 
 
Copay:$____________ 
 
I have reviewed the above information and find it all to the best of my knowledge to be correct.  
Please make any corrections on this page prior to signature. 
 
 
_______________________________________ 
Client Signature or Legal Representative 
 


