Acton Psychological Associates, LLC
532 Great Road
Acton, Massachusetts 01720-3415
Office: 978.263.1972
Fax: 978.263.1964

Registration / Update Form

Patient’s Name	________________________________Gender (optional) ______ Date of Birth ____/____/_____
Address______________________________ City________________________ State _____ Zip _________
Preferred Phone (____)_________________  Secondary Phone (____)_____________
Phone # where messages can be left at:   Preferred  Y    N      Secondary  Y    N      
Parent / Guardian ___________________________________
Emergency Contact Name _____________________________ Contact Phone (____)_____________
Referred by _________________________________________
Primary Care Physician ________________________________ Phone (____)___________________
Other Family Members in Home             Relationship to Patient                        Age
___________________________             ___________________                        ____
___________________________             ___________________                        ____
___________________________             ___________________                        ____
___________________________             ___________________                        ____
___________________________             ___________________                        ____

Medical Insurance Information
Primary
Insurance Company___________________________________   Member # _________________________
Subscriber Name _____________________________________   Group / Plan #  _____________________
Subscriber’s Employer _________________________________  Authorization # _____________________

Acton Psychological Associates, LLC
Registration / Update Form
Secondary
Insurance Company___________________________________  Member # _________________________
Subscriber Name _____________________________________  Group / Plan #  _____________________
Subscriber’s Employer _________________________________ Authorization # _____________________
I authorize the release of information that may be required by my health insurance company and is necessary for treatment plan updates to submit claims, and pursue claim payments, or comply with audits.  I understand that Acton Psychological Associates, LLC, utilize billing staff who may interact on their behalf with my insurance company. This billing staff is also bound by state and federal rules of confidentiality.  I understand that I am financially responsible for all charges not covered by insurance or determined to be my responsibility. 

Please sign below                 
Patient / Guardian ____________________________________________ Date ____/____/____


OFFICE USE ONLY
[bookmark: _GoBack]Dx ____________________________________________ Date of First Appointment ____/____/____	
