
Castillo Psychological, LLC 

 
1605 S. Main St.       Phone: 575-527-0614 

Las Cruces, NM 88005      Fax:     575-541-4062 

Email: services@castillopsychological.com                

 

INTAKE INFORMATION 

 

 

Name: ____________________________ Social Security #________________________ 

 

Date of Birth:_______________  Age: _______  Guardian (if applicable) ________________ 

 

Address: _________________________________________________________________ 

 

City: ________________________ State:__________ Zip Code:___________________ 

 

Home Phone: ________________________    Cell: _______________________________ 

 

Work Phone: ________________________    Email: ______________________________ 

 

Employer: __________________________    School: _____________________________ 

 

Highest Level of Education: ________________________________________________ 

 

Referral Source: _________________________________________________________ 

 

 

Emergency Contact (name & number) ____________________________________________ 

 

 

Please check if a message can NOT be left at the following number: 

 

 Home phone___      Cell Phone___   Work phone___ 

 

 

Medical Information 

 

Primary Physician ______________________   PCP Phone _____________________ 

 

Medication ____________________________________________________________ 

 

Medical Concerns _______________________________________________________ 

 

 



FINANCIAL INFORMATION 

 

Primary Insurance: ________________________________________________________ 

  

 Member ID #: _______________________ Group ID #: ___________________ 

 

Secondary Insurance:_______________________________________________________ 

 

 Member ID #: _______________________ Group ID #: ____________________ 

 

 

Guardian and/or Policy Holder and relationship to client 

 

________________________________________________________________________ 

 

Guardian/Policy Holder’s Social Security Number: _______________________________ 

 

Guardian/Policy Holder’s Date of Birth: _______________________________________ 

 

 

Consent to Bill Insurance: 

1. I authorize use of this form to release information for all my insurance submissions. 

2. I understand I am responsible for the full amount billed for services provided. 

3. I understand I am expected to pay the deductible, co-pay or outstanding balance at the 

time of service. 

4. I authorize direct payment from the insurance company to this provider. 

5. I permit a copy of this authorization to be used in place of the original. 

6. If I have a 30-day past-due balance, I understand that my services could be 

terminated. 

 

 

 

_____________________________________________ _________________ 

Responsible Party Signature     Date 

 

 

 

 

 

 

 

 

 

 

 

 



 

MISSED APPOINTMENT POLICY 

 

1. After 3 missed appointments without 24-hour notification, Castillo Psychological has the 

opportunity to discontinue treatment services. 
 

2. If services are discontinued due to lack of attendance there will be a 3-month waiting 

period before returning to Castillo Psychological. 
 

3. If you are not able to attend your appointment, notice to Castillo Psychological must 

occur 24 hours prior to the missed appointment. 

 

 

4. If you arrive 15 minutes after your scheduled appointment, this does not allow ample 

time and the appointment will need to be rescheduled. 
 

 

I have read and understand the above missed appointment policy and agree to follow the 

requirements. 

 

 

_________________________________________   

Print Name         

 

 

__________________________________________ _________________ 

Client Signature       Date   

 

 

 

 

 

 



 



Castillo Psychological, LLC 
 

 

1605 S. Main  St.       Phone: 575-527-0614 

Las Cruces, NM 88005      Fax:     575-541-4062 

Email: services@castillopsychological.com                 

 

 

 

I have been provided a copy of the Information to New Clients, Mental Health Policies and 

Procedures, and Privacy Practices. I agree to participate in treatment with  

 

 

_____ Janette E. Castillo, PH.D. 

 

_____ Joe A. Castillo, LCSW 

 

_____ Brooks Strawn, LMSW 

 

_____ Brianna Kocon, LPCC 

 

_____ Angelo Cordova, LMSW 

 

 

 

________________________________________ _______________ 

Signature of Client     Date 

 

 

If the client is a minor: I am the legal guardian/custodial parent of  

 

_________________________ and give my permission to Janette Castillo, Ph.D. and therapists 

employed at Castillo Psychological, LLC to provide psychological or counseling services to my 

child. 

 

 

 

_____________________________________________ _________________ 

Signature of Parent/Guardian     Date 

mailto:services@castillopsychological.com

