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· Helping clients discover inner healing powers.
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PATIENT INFORMATION
                                                                                                                                    
  Name:  __________________________    __________________        ______            Sex:  Male ____    Female ____
                                   Last                                          First                         M.I.   
Address:  ________________________________________________________________________________________   
		       Street					   City		        State	     Zip Code
Age:  ____________        Birthdate:  ____________________  Email:  _______________________________________

Home Phone:  ______________________   Work Phone: _______________________   Cell:______________________

Patient Social Security #:  _________________________      Patient is:  Single  Married  Separated  Divorced  Other 

If Patient is an Adult:       Occupation:__________________________  Employed by:____________________________
                                          Business Address _____________________________________________________________

If a Minor, Who has Custody or Guardianship:  __________________________________________________________
                                       
In the event of an Emergency, who should be notified:  ___________________________________________________
                                                  Relationship:  ___________________________  Phone:  _________________________

Consents / Assignment and Release

I, the undersigned, request psychological services from Power Counseling and Treatment Services, LLC, for myself, or child, if my child is a minor (under the age of 18). I hereby give consent for my child to receive psychological services.

I certify that I (or my dependent) have insurance coverage with ______________________and assign directly to Power Counseling and Treatment Services, LLC all insurance benefits, if any, otherwise payable to me for services rendered.  I understand that I am financially responsible for all charges whether or not paid by insurance.

I hereby authorize Power Counseling and Treatment Services, LLC to release all information necessary (including diagnoses, mental health records and substance abuse records) to secure payment of benefits.  I authorize the use of this signature on all insurance submissions.

Signature of Person Financially Responsible for Account:   ________________________________________________
Relationship to Patient:  ___________________                                                            Date:  _________

Signature of Adult (if he or she is the Patient):  ___________________________       Date:  __________

Signature of Minor (if age 14- 17):  ____________________________________        Date:  __________

Signature of Parent/Guardian  (if Patient is a Minor):  ______________________        Date:  __________


Insurance Information for  _________________________          
                                          Name of Patient

Subscriber’s Name:  __________________________________________________
                                             Last                                    First                                        Middle Initial

Relationship to Patient:  _____________________

Subscriber’s Birth date: _____________  Subscriber’s Social Security #  ________________

Subscriber’s Address: _________________________________________________________
                                                   Street                       City             State         Zip Code

Home Phone: ______________  Work Phone:  _______________  Cell Phone  ___________

Employer:  __________________________________

Insurance Company: _____________________ Insurance Company Phone: _______________
Claims Address _______________________________________________________________
Contract #:  ___________ Group #:  _________ Plan #: _________  Subscriber ID #: ________

Other Dependents covered under this plan: _______________  Co-Pay Amount: ______________

Mental Health Benefits per Year under this plan:  _______________________________________

………………………………………………………………………………………………………........................

Is there a Secondary Insurance Policy?   Yes _____     No ______ If so, please complete the following:

Subscriber’s Name:  __________________________________________________
                                             Last                                    First                                        Middle Initial

Relationship to Patient:  _____________________

Subscriber’s Birthdate: _____________  Subscriber’s Social Security #  ________________

Subscriber’s Address: _________________________________________________________
                                                   Street                       City             State         Zip Code

Home Phone: ______________  Work Phone:  _______________  Cell Phone  ___________

Employer:  __________________________________ 

Insurance Company: _____________________ Insurance Company Phone: _______________
Claims Address _______________________________________________________________
Contract #:  ___________ Group #:  _________ Plan #: _________  Subscriber ID #: ________

Other Dependents covered under this plan: _______________  CoPay Amount: ______________

Mental Health Benefits per Year under this plan:  _______________________________________
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