Patient Information Form
Name_________________________________________________ DOB:_________________________
Your preferred name:  __________________   SS number:____________________________
 I indentify as (circle one):    Male     Female     Intersex     Transgender (M to F)   Transgender (F to M)
Relationship Status (circle one):    single      widowed     divorced     married     partnered     separated  
Address:_____________________________________________________ City:______________________ State:_______ Zip Code:_____________
Phone: (H) __________________________   May we leave message?  Yes    No
            (C)_______________________ ____ May we leave message? Yes    No
Email: ________________________________________________ May we email you?  Yes   No
Please note: Email correspondence is not considered to be a confidential medium of communication. 

Are you the subscriber:____   If not, what is your relationship to subscriber:___________________
Name of Insurance: _______________________________   SS of subscriber:___________________
Member ID:_________________________  Group Number:_________________________________ _
Employer of Subscriber (if different than your own):_________________________________________
Emergency Contact: __________________________________ Relationship to you:______________
Emergency Contact Phone:_____________________________

I GIVE MariaBurger, LPC   PERMISSION TO SUBMIT ALL THERAPY SESSIONS TO MY INSURANCE COMPANY.
CLIENT/GUARDIAN SIGNATURE: __________________________DATE:_______________


