

NEW PATIENT INFORMATION
Patient Name:





______Date of Birth__________________________
Telephone # 


  _________Cell #                          ____S.S.


____________   
Address:










___________


City/State/Zip Code:









____________

Emergency Contact:



Relationship:______________Telephone:



Insurance Information
Insurance Company:









____________
Insurance Company Address:








____________
Insurance Company Telephone (Mental Health):





____________
Insurance ID Number/Subscriber’s S.S. No.:






____________
Subscriber’s Name/Relationship:







____________
Address (If different than patient):







____________

Is there any other insurance coverage?

Insurance Company:









____________
Insurance Company Address:








____________
Insurance Company Telephone (Mental Health):





____________
Insurance ID Number/Subscriber’s S.S. No.:






____________
Assignment of Benefits
I authorize the release of any medical or other information necessary to process all claims.  I also authorize payment of any benefits to 
Genuine Me of South Jersey Inc. for services rendered.  I understand that I am financially responsible for all services provided including co-payments, deductibles, etc.



Signature






Date

