NEVADA PSYCHOTHERAPY PRACTICE LLC
Trudy Gilbert-Eliot, PhD, LMFT, LCADC
NVMFT #0828, NVLCADC #00336-LC
Kristen Babakitis, MS, LCPC, LCADC
NVCPC #CP3045 NVLCADC #06647-LC
8766 S. Maryland Parkway Suite 105
Las Vegas, NV  89123
702-488-0588
Patient Registration Form—Adult

Patient’s Legal Name: ________________________________________Date: __________________

Address: __________________________________ City ____________________ Zip __________

Home Phone: ____________________ Work Phone __________________ Cell _________________
For phone calls for treatment follow up, reminders, and emergencies, please circle which telephone # you would prefer for us to call you      or circle      NONE

Patient’s SS#: ___________________________ Sex:  M  F  Date of Birth: ____________________

Email ____________________________________________ Marital Status:  Single   Married   Divorced

Occupation: _____________________________ Employer: ________________________________

Emergency Contact: _____________________________________________ Relationship: ________

Reason you are seeking psychotherapy: __________________________________________________

Have you had previous treatment?  Yes   No   If yes, with whom? __________________________________

Family Physician: _____________________________ Current medications: _____________________

_________________________________________________________________________________

Authorization to Release Medical Information and Financial/Assignment of Insurance Agreement
In order to coordinate my care and process my insurance claims, I authorize the release of protected health information to my physician, primary care provider, and insurance company. The undersigned hereby agrees that in consideration of services to be rendered, the patient or legal guardian individually, jointly, and severally obligates himself, herself, or themselves to pay the account of Trudy Gilbert-Eliot, LMFT, LCADC. The agreed upon fees are as state on the summary of benefits or charges given to me this day. I understand that financial obligations is my/our responsibility as the patient/guardian and should the insurance company deny any payment or I/we default on payment arrangements the undersigned aggress to pay reasonable attorney fees and collection expenses should the account be referred to a third party for collection. I authorize payment of medical insurance benefit to Trudy Gilbert-Eliot, LMFT, LCADC or supplier for the services described. Payment is herein direct, in whole or in part, and shall be the same as if paid to me.

_________________________________________________________________________________
Participant Signature											Date

_____________________________________________________________________________________________________
Participant/Guardian Signature										Date

_____________________________________________________________________________________________________
Witness/Therapist Signature										Date

_____________________________________________________________________________________________________
Supervisor Signature											Date

Insurance Information

Primary    /   Secondary Carrier: ________________________________________________________

Phone: ___________________________________________________________________________

Name of Insured: ____________________________________ Date of Birth: ___________________

Relation to Patient: __________________________________ Employer: _______________________

Social Security # of Insured: __________________________________________________________

Policy # _____________________________________ Group # ______________________________

Claims Address: ____________________________________________________________________

_________________________________________________________________________________










************************************************************************************************
Office Use Only:

Verified With: ____________________________	Effective Date: _____________________________

Copay # _________________________________	In Network? _______________________________

Deductible _______________________________	Deductible Max _____________________________

Yearly $ Max/OOP _________________________	Lifetime Ins $ Max __________________________

Yearly Session Max _________________________	Sessions Used YTD __________________________

Up to how long to Bill? _______________________	Therapy Combined with Psychiatry? ______________

Dx Exclusions _____________________________	Precert Required? ___________________________

Precent Phone #___________________________	Review Organization _________________________



