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First                                         Last name


     Date today   ______________________________
 Referred by________________________
___Legal name of Client_________________________________________________
___Client or parent phone #________________________________________________
___Client or adult’s Email (must be active)_____________________________________
___Full mailing Address:  _________________________________________________
___Birthday client _____________________Sex assigned at birth  _________________
___Gender Identity, pronouns & preferred name______________________________
___Relationship status today, Single, married, divorced, etc?_____________________
VERIFY BENEFITS Section If you are a under age 18 need data below for PARENT’s for insurance coverage if on their plan. OR for self if insurance by Illinois state Medicaid.
___Insured Parent’s or Spouse’s Legal Name (if on their ins): ________________
___Name of Employer: ______________________________________________________
___Insured Birthdate & Phone #_________________________________________________
___Insured Address if different: _________________________________________
___Other email, different than above_____________________________________
___Emergency contact__________________________________________________
___Name of Insurance Company: Primary ________________________
___Member ID # (or Medicaid #): _______________________________
___Group #: ______________________________________________
___Insurance’s Phone # or web: ________________________________
___(Secondary Insurance Company):______________________________
___Insurance’s Phone # or web: ________________________________  	
(For Office only): Date Portal link sent____________ Picture Ins cards uploaded___________
CoPay amount___________Deductible______________ PreAuth________________EAP_______
Reason’s for requesting services?    Dx? Use back if needed, best times meet?
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