Powers Férry Psychological Associates, L.L.C.

Patient’s Name Sex ___ Date of Birth [ 1 Age

Employer/School SSN

Home Address

City State Zip

Phone ~ Home ( }- Work ( )- Cell (__ )

E-mail

If patient Is ¢ minor: Names of Parent(s)/Guardian(s)

Guardian Name Sex __ Date of Birth / /
Relation to Patient Party’s SSN Employer
[ Same address as the Patient U Different address than the Patient (Please complete address below)

Street Address

City State Lip
(] Same home phone as the Patient [l Ditferent home phone: Home ( }- o
Other Phones: Work ( - Cell | )- Email N

Policyholder’s Name Policyholder’s 88N
Date of Birth ! / Primary Insurance Co. Name
Insurance Company’s Customer Service Phone # Insurance ID #
Policyholder’s Employer: Group #

Co-pay 3 Deductible?  [1ves L o Amount §
Authorization Required? L ves L No Authorization #
Number of Sessions Authorized Maximum Number of Sessions Allowed Per Year
Is the patient covered under a secondary insurance policy? If yes, please see the applicable

paragraph under the Insurance Reimbursement section in the following agreement.

How did vou hear about us?
Friend/Relative: Health Protessivnal: )
Website: Insurance Company: 7 i




