MENTAL HEALTH RESOURCE ASSOCIATES, P.C.

PATIENT INFORMATION

Today’s Date: _______________

Patient’s Name: _______________________________________                           Date of Birth: ___________________

Address: __________________________________________□                        Age: ___________________________

_____________________________________________________                           Sex: __________________________

City                                                State                           Zip Code                            Marital Status:   ________Single

                                                                                                                                                               ________Married

Home Phone:_______________________________________ □                                                       ________Divorced

                                                                                                                                                               ________Separated

Home Fax:__________________________________________ □                                                     ________ Remarried

                                                                                                                                                               _________Widowed

Social Security Number:_________________________________

Employer:____________________________________________                             Occupation:____________________

Address:_____________________________________________□                             Work Phone:__________________ □
______________________________________________________                           Work Fax: ____________________□
City                                                  State                         Zip Code

Email: ________________________________________________                            Cell Phone: ___________________□   
*Check the boxes where confidential information/messages may be communicated to you_________________
Person responsible for payment______________________________                            Relationship: _________________                                 Social Security Number: ___________________________________                           Home Phone : _________________

Employer: ______________________________________________                            Occupation: __________________

Address: _______________________________________________                            Work Phone: __________________

_______________________________________________________                            Fax Phone:__________________

City                                                 State                          Zip Code                                  Cell Phone ___________________    
                                                                                                                                         

INSURANCE INFORMATION

Company Name: ________________________________________

Name of Insured: ________________________________________

Relationship to Patient: ___________________________________

Group#/ID# ____________________________________________

Contract #______________________________________________

Service Code: ___________________________________________

_________________________________________________________________________________________________

REFERRED By: _____________________________________

Physician’s Name: __________________________________                      Date of Last Exam: ____________________

Address: ___________________________________________                     Phone: ______________________________

  IT IS MY POLICY THAT THE PARENT ACCOMPANYING THE CHILD FOR TREATMENT WILL BE HELD RESPONSIBLE FOR ALL OUTSTANGING CHARGES. GENERALLY I AM A NON-PARTICIPATING CLINIC. IF THERE IS COVERAGE, YOU SHOULD MAKE ARRANGEMENTS FOR REIMBURSEMENT OF CHARGES WITH YOUR INSURANCE COMPANY.








