ACCOUNT TYPE: 2C 44 I mMC MD Sp STATEMENT: YES NO p.y 4 AUTH. #:

TERRI CLINTON-DICHISER, MA, JD, LCPC, NCC

All information is required. CLIENT INFORMATION DATE:
. _________________________________________________________________________________________________________]
CLIENT
NAME:
2487 GIRET MIDDLE
ADIRESS:
CITY: STATE: 390 COXE:
8EX: GEMALE  MALE MARITAL STATUS: (circle ans) SINGLE MARRIED DIVORCED WIDOWED GTHER
HOME WORK CELL/PAGER
PHONE #: (. ) - PAHONE #: (. ) - PHONE #: ( ) -
DATE OF BIRTH: /. /. SOCIAL SECURITY NUMBER: - -

CLIENT RELATIONSHIP IO THE RESPONSIBLE PARTY: (circlo ans) SELA  SPOUSE CHILD  OTHER
QLIENT S EMPLOYER INGORMATION | STUDENT STATUS: (circle one) Full-time Part-time Unemployed Selj-cmploged Retined Unemploged

COMPANY,
ADBRESS:
CITY/STATE) 390: PHONE #:
RESPONSIBLE PARTY INFORMATION

RESPONSIRLE
PARTY NAME:

LAST GIRET MIDDLE
ADBRESS:
eI7y: 87478 39p O2¢:
SEX: GEMALE  MALE DATE 08 BIRTH: I/ 80CIAL SECURITY NUMBER: . .
HOME WORK CELL/PAGER
PHONE #: ( ) - PHONE #: ( ) ; PHONE #: C ) -
RESPONSIBLE PARTY S EMPLOYER INGORMATION: (cincle ane) Rull-time Part-time Wnemploged Self-cmploged Retired Unemployed
COMPANY:
ADDRESS:
CITY/STATE] 390: PAHONE #:
PRIMARY INSURANCE INFORMATION Copy of card received:  Yes No
. _______________________________________________________________________________________________________________________________]
2992079V DATE: INSURANCE COMPANY:
PHONE: CLAIMS MAILING ADDRESS:
SUBSCRIBER' S NAME: 92 #:
GROUP NAME: GROUP #: CLIENT RELATIONSHIP 16 SUBSCRIBER:
SUBSCRIBER ADBRESS:
DATE OF BIRTH: /—_/ 80CIAL SECURITY NUMBER: - - sex: GEMALE  MALS
HOME PHONE #: ( ) - WORK PHONE #: ( ) -
SECONDARY INSURANCE INFORMATION Copy of card received:  Yes No
L./}
2492879V DATE: INSURANCE COMPANY:
PHONE: CLAIMS MAILING ADDRESS:
SUBSCRIBER' S NAME: I3 #:
GROUP NAME: GROUP #: CLIENT RELATIONSHIP O SUBSCRIBER:
SUBSCRIBER ABBRESS:
BATE 6F BIRTH: ]/ 86CIAL SECURITY NUMBER: - - 8ex: GLMALE  MALS

HOME PHONE #: (. ) - WORK PHONE #: ( ) -




WE APPRECIATE THE OPPORTUNITY OF SERVING YOU.

OG39CE POLICY ON PAYMENT:
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INSURANCE POLICY:

Inswrance provided for youn reimbura ¢ on allowed medical charges. A a comnlesy to you we will provide an idemized slatoment you may tend to your
mmamcaw/oawwd Wewdlée/mwlowmdfammmmmm 4WWMWMWWWW,M,W#

cannol, ad o third party, WMMWWWWM this is youn nedponiibility.

J authonizge the releate of any medical injormation necessany to process any claim. 9 pewmit o copy of the authorigation to be uted in place of the original. This

AUTHORIZATION 4OR RELEASE 6F MEDICAL RECORDS:
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9 have read the alose and accept financial responsibility in full or thia account.

SIGNED: DATE:
CLIENT, Parent, or Guardian

IN CASE OF EMERGENCY PLEASE CONTACT:

NAME:

PHONE NUMBER: RELATIONSHIP:

ADDRESS:




