Sue H. Bae, Ph.D., P.C. & Associates
CLIENT INTAKE FORM
	(Please Print)

	Today’s Date:
	Appt. With:
	Whom may we thank for referring you?


	CLIENT INFORMATION

	Last Name, First Name, Middle Initial
	Birth Date:
	Sex:

	
	     
	

	Street Address
	City
	State
	Zip Code
	Home Phone No.:

	
	
	
	
	

	Phone no. we may leave a message about CLIENT?

	                                                              PARENT’S INFORMATION

	Last Name, First Name, Middle Initial
	  
	Home Phone No.:

	
	     
	

	Street Address
	City
	State
	Zip Code
	Cell Phone No.:

	
	
	
	
	

	Employer’s Name, Address and Work Phone

	

	PARENT’S INFORMATION

	Last Name, First Name, Middle Initial
	Birth Date:
	Home Phone No.:

	
	     
	

	Street Address
	City
	State
	Zip Code
	Cell Phone No.:

	
	
	
	
	

	Employer’s Name, Address, and Work Phone

	

	Primary Insurance INFORMATION

	Insured’s Last Name, First Name, Middle Initial
	Birth Date:
	Social Security #

	
	     
	

	Insurance Company
	Phone Number

	
	

	Insurance Billing Address:

	

	Policy No.:
	Group no.:
	Relationship to Insured

	
	     
	(  Self     (  Spouse   (  Dependent   

	SEcondary Insurance INFORMATION (If applicable)

	Insured’s Last Name, First Name, Middle Initial
	Birth Date:
	Social Security #

	
	     
	

	Insurance Company
	Phone Number

	
	

	Insurance Billing Address:

	

	Policy No.:
	Group no.:
	Relationship to Insured

	
	     
	(  Self     (  Spouse   (  Dependent   

	The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the doctor. I understand that I am financially responsible for any balance. I also authorize Sue Bae, Ph.D., PC and the insurance company to release any information required to process my claims.  Furthermore, I have reviewed the Notice of Privacy Practices provided.  I fully understand and accept the terms of this practice.

	___________________________________________________________________________________________________________________________

Guardian Signature                                                                                                                                Date


