Kat Bernhoft, LLC

Intake Information

Name:________________________________________
Today's Date:________________________

SSN:___________________________________
Date of Birth:______________________________

Mailing Address:_______________________________________________Zip:__________________

Employer:________________________________________Full-Time Student? ‪ Yes     ‪ No

Cell Phone:__________________________________May I leave a message?:  ‪ Yes     ‪ No

Home Phone:_________________________________May I leave a message?:  ‪ Yes     ‪ No

Email Address:___________________________________Preferred way to contact you:____________

Emergency Contact:___________________________Relationship:__________Phone:_____________

Payment

I plan to self-pay: ‪ Yes     ‪ No  

I plan to use my medical insurance: ‪ Yes     ‪ No  

Insurance:____________________________________State:________Phone:____________________

Policy Holder: __Self     __Other         If Other:  Relationship to member:________________________

Policy Holder’s Address: _________________________________________ Zip:_________________

Policy Holder's Employer:________________ Policy Holder's S.S. or Medicare#:_________________

Policy Insurance ID or Contract #:___________________________________________

I plan to use an other source for payment of services: ‪ Yes     ‪ No 
Name of payor:_____________________________Contact:____________Phone:_________________

Any payment owed is due at the time of appointment.

Authorization to Release Information

I hereby authorize provider, Kat Bernhoft, M.S.W., L.I.C.S.W., to release any information acquired in the course of my examination or treatment to insurance carrier, _______________________________, for the purpose of billing and payment of services.

______________________________________________
__________________________




Signature




         Date
