
PATIENT INTAKE FORM 

Name ___________________________ Soc. Sec.# _________ _ 
Last Name First Name Initial 

Address _______________________________________ _ 

City ________________________ State _______ Zip _______ _ 

Sex M D F Age ___ Birth date ______ D Single □ Married D Widowed Separated lJ Divorced 

Patient Employed By Occupation ___________ _ 

Home Phone Work/Mobile phone ______________ _ 

Whom may we thank for referring you? ____________________________ _ 

In case of emergency, who should be notified? ________________ Phone ________ _ 

Person Responsible for Account --------------------------------
Last Name First Name Initial 

Relationship to Patient __________ Birth date _______ Soc. Sec. # _________ _ 

Address (if different from patient's) Phone ________ _ 

City ________________________ State _______ Zip _______ _ 

Person Responsible Employed by _______________ Occupation ___________ _ 

Business Address ____________________ Business Phone __________ _ 

Insurance Company _____________________ Ins. ID No. __________ _ 

Names of other dependents covered under this plan ________________________ _ 

Is patient covered by additional insurance? □ Yes □ No 

Subscriber Name ____________ Relation to Patient _______ Birth date ______ _ 

Address (if different from patient's) _____________________ Phone ________ _ 

City ________________________ State _______ Zip _______ _ 

Subscriber Employed by Business Phone __________ _ 

Insurance Company Ins. ID No. ___________ 

Names of other dependents covered under this plan ________________________ _ 

I, the undersigned, certify that I (or my dependent) have insurance coverage with _____________ _ 
Name of Insurance Company(ies) 

and assign directly to my provider all insurance benefits otherwise payable to me for services rendered. I understand 
that I am ultimately responsible for all charges accumulated. I hereby authorize the doctor to release all information 
necessary to secure the payment of benefits, and authorize the use of this signature on all insurance submissions. 

Responsible Party Signature Relationship Date 

I give permission for treatment of myself/my dependent to my assigned provider. 

Responsible Party Signature Relationship Date 



Patient Financial and Fee Agreement 

Your insurance will be billed at the following rate. You will be responsible for co-pays, co-insurance, or 
deductibles as directed by your insurer at the time of service. 

Initial evaluation and diagnostic inventory $150.00 

Individual psychotherapy session $125.00 

Family psychotherapy session $125.00 

Group psychotherapy session $50.00 

Psychological testing (per hour) $125.00 

Court testimony, inc. travel, wait time (per hour) $175.00 

Missed appointment $75.00 

Late cancellation (less than 24 hour notice) $50.00 

Due to insurance carriers' tardiness in regards to service claims submitted by providers, please read the 
following information: 

If your insurance company does not respond in a timely fashion a "Statement" 
will be released to you. Upon receipt of the "Statement" we suggest that you 
contact your insurance carrier and request that they process your claim. 

Should you receive any correspondence from your insurance company in regards 
to your services in this office, you must respond to that correspondence 
immediately, in order to have the claim processed and paid. 

Please remember that insurance is considered a method of reimbursing the 
patient for fees paid to the doctor and is not a substitute for payment. Some 
companies pay a fixed allowance for certain procedures, and others pay a 
percentage of the charge. It is your responsibility to pay any deductible amount, 
co-insurance, or any other balance not paid by your insurance at the time of 
service. 

Patient's or authorized person's signature: I authorize the release of any medical or other 
information necessary to process my insurance claim. 

Insured's or authorized person's signature: I authorize payment of medical benefits to the 
provider for services. I fully understand that, regardless of insurance coverage, I am legally responsible 
for all fees due the doctor. 

Patient's Signature __________________ Date _______ _ 

Responsible Party's Signature ____________ _ Date _______ _ 

Returned checks will be assessed a $30.00 fee. Please note that unless your appointment is cancelled with a 24-hour notice, late 
cancellation fees will apply. Delinquent accounts are subject to referral to collection agencies and interest at a rate of 10% per annum 
will apply for balances over 60 days old. Any questions regarding financial issues may be directed to the Office Manager. 









___________________________________________
Signature acknowledging receipt

__________________________________
          Date



Wendy Hart, Ph.D. 
6101 S. Rural Rd., Ste. 103, Tempe AZ 85283

Ph: (480) 775-8811 ♦ Fax (602) 429-8425

AUTHORIZATION FOR EXCHANGE OF INFORMATION 

Patient name: _____________________ Date of Birth: ________ _ 

Information about you cannot be exchanged without your consent. Your signature on this release authorizes 
your provider to obtain or release medical records or information regarding your care. For the purposes hereof, 
"Medical Records" include all confidential HIV-related information, confidential communicable disease-
related information, confidential alcohol or drug-abuse related information, and confidential psychological, 
behavioral health, medical, and educational data. 

This disclosure is for the purpose of diagnosis, treatment planning, follow-up, subpoena for records, 
coordination of care, employment, and/or any reason listed below: 

The following limitations/ exceptions to the disclosure of this information apply: 

D Please release information to: 
o Please request information from:

Name 

Mailing Address 

City State Zip Code 

Phone Number Fax Number 

o Please release information to:
o Please request information from:

Name 

Mailing Address 

City State Zip Code 

Phone Number Fax Number 

I certify that this request has been made voluntarily and that the information given above is accurate to the best 
of my knowledge. I understand that I may revoke this authorization at any time, except to the extent that action 
based on this authorization has already been taken. This consent will expire automatically one year from the 
date on which it is signed. Any disclosure of medical record information by the recipients is not authorized 
except when implicit in the purposes of this disclosure. 

□ I decline this authorization; I do not wish to have my medical records exchanged.

Signature of client or authorized person Date 

Witness Date 
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