PLEASE PRINT CLEARLY
CLIENT INFORMATION: _____________________________________________________________________________


               
                                  last name


first


middle initial
ADDRESS___________________________________________________________________________________________



Street #



city

state

zip

Phone: PRIMARY(_____) _______________Secondary (____) ____________________ Other (____) ________________

Email Address (optional)___________________________________  
MARITAL STATUS_________ GENDER________ D.OB. _______/_______/_______ AGE_______

EMPLOYER/SCHOOL______________________________OCCUPATION/GRADE________________________________

REFERRED BY _______________________________________________________________________________________

If Patient is under 21 years of age, please complete the following for any information not already included above.
By providing this information, permission is given to Crossroads Psychological associates to contact the below named individuals.

Mother’s Name________________________DOB: ________
   Father’s Name________________________DOB: ____________

Address ________________________________________ 
   Address ______________________________________________

 _______________________________________________                       ______________________________________________

H (___) ____________Cell (___) _________
 H (____) ____________Cell (____) _________________

W (     ) ____________Employer: __________
W (____) ____________ Employer: __________________ 

Email Address (Optional):___________________________       Email Address (Optional):__________________________________

 I understand that unless other arrangements are made, all fees are due and payable at the time of service.  If in the event my account is turned over to a third party, I understand I’ll be responsible for all collection fees, interest, court cost and attorney’s fees.  Insurance benefits can be filed as a courtesy and I agree to accept financial liability for all charges, including missed appointments with less than 24 hours notice.  I authorize the release of any information necessary to process my insurance claims with my carrier.  Any statement balance billed is due and payable upon receipt or a finance charge of 1.5% will be added monthly to the unpaid balance until the debt is discharged.

GUARANTOR/PATIENT SIGNATURE:





DATE: 

*If you want us to file for Insurance benefits as a courtesy on your behalf (benefits payable to the Insured), please provide your card and complete the following:
(Who is the insured)?


(D.O.B.)

 
                                     (Relationship to patient)       

FOR OFFICE USE ONLY

CHART _________________ DIAGNOSIS___________ FEE $___________ COPAY__________ THERAPIST________________

Assigned to patient 
___Yes    or ___No            Cash Patient ______Millon ____MMPI____Other______









