[bookmark: _GoBack]

[bookmark: _Hlk522542805]Personal Contact and Insurance Information

Please Print	Date____________________	    How were you referred?____________________________________

Patient Name:    Last_________________________________First__________________________________ MI________
	Sex__________ Birthdate____________________ SS#_______________________________________________
Address____________________________________ City______________________________Zip_____________
Home phone____________________________     Cell_________________________________________
Employer________________________________Address_______________________________Phone_______________
Spouse Name:     Last_________________________________First__________________________________MI________
	Sex__________ Birthdate____________________ SS#_______________________________________________
	Address___________________________________ City______________________________ Zip_____________
Home phone____________________________     Cell_________________________________________
Employer________________________________Address_______________________________Phone_______________

If the patient is a Minor, please fill in the Mother’s and Father’s information
Mother Name:	 Last________________________________ First__________________________________ MI ________
	Sex__________ Birthdate________________ SS#_______________________________
	Address___________________________________ City______________________________ Zip_____________
Home phone____________________________     Cell_________________________________________
Employer________________________________Address_______________________________Phone_______________

Fother Name:	 Last__________________________ ______First__________________________________ MI ________
	Sex__________ Birthdate__________________ SS#_________________________________________________
	Address____________________________ City________________________ Zip_____________
Home phone____________________________     Cell_________________________________________
Employer________________________________Address_______________________________Phone_______________


Emergency Contact (other than spouse or parent) Name ______________________________ Phone_______________
Address___________________________ City_______________________ Zip____________ Relationship____________


Responsible Party for Payment Name_________________________ Phone________________ Relationship_________
Address____________________________ City________________________ Zip_____________ Phone______________
Insurance Company_________________________  Policy ID____________________________ Group_______________
Insured’s Name_____________________________ DOB_____________________ SS#___________________________
Employer______________________________ Address_____________________________Phone__________________
Authorization #________________________________ #Sessions_______ From________________ to ______________








1) [bookmark: _Hlk522542919]ACKNOWLEDGEMENT AND AUTHORIZATION FORM
I hereby acknowledge that I was given the opportunity to read and receive a copy of the Notice Of Privacy Practices and copy of the Office Policy Statement for Kingston Therapy Services and Dennis LaGrange, LISW, CADC, LLC.

2)  AUTHORIZATION TO RELEASE INFORMATION TO INSURANCE CARRIER
I hereby authorize Kingston Therapy Services and Dennis LaGrange, LISW, CADC, LLC to provide my insurance carrier all information required for processing claims.  Such information typically includes identifying information (client’s name, date of birth, insured’s name and address, etc.), diagnosis, progress and treatment plan.  I understand that I have the right to inspect any materials released to the insurance carrier.

I also authorize my insurance carrier to release pertinent information regarding coverage, deductible, payments made, or any other information requested to verify claims to Kingston Therapy Services and Dennis LaGrange, LISW, CADC, LLC.  I further authorize photocopies to be made of this release and for the insurance company to accept the photocopies of this release. 

This authorization shall continue in force and effect until revoked by me in writing. 
3)  AUTHORIZATION TO PAY SUPPLIER
I hereby authorize payment of Medical Benefits to Kingston Family Therapy and Dennis LaGrange, LISW, CADC, LLC for services rendered.

4)  AUTHORIZATION FOR TREATMENT
I give Kingston Therapy Services and Dennis LaGrange, LISW, CADC, LLC consent to treat myself or my minor child.

5)  AUTHORIZATION FOR COLLECTION
I understand that if I fail to pay, Kingston Therapy Services, and Dennis LaGrange, LISW, CADC, LLC reserves the right to take legal action (i.e. collection services, small claims court), and that I will be responsible for all costs involved.

Acknowledgement and agreement of above numbers #1, #2, #3, #4, #5


X_____________________________________________________________   _______________________
Client/Insured Signature/Biological Parent or Legal Guardian				Date







