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306 North Davis Drive, Ste C   Warner Robins, GA  31093
Phone: (478) 449-8800    Fax: (478) 225-6504
Info@glhcs.com    www.glhcs.com





 
Intake Form
Patient Name: ________________________________________ Date of Birth: __________  SS#: ___________________ 
Telephone: ________________________________  Email: __________________________________________________
Marital Status   
□ Married    □ Single    □ Divorced    □ Widowed    □ Separated    Sex: ___________ Ethnicity: ____________________ 

Address: __________________________________________________________________________________________ 

City: __________________________________________  State: ____________________   Zip: ____________________

From whom or where do you receive your primary medical care?
Clinic/Doctor’s Name: ______________________________________________________________________________ 
 
Phone: _____________________  Address: _____________________________________________________________ 
Are you currently receiving psychiatric services, professional counseling or psychotherapy elsewhere? □ Yes  □ No
If Yes, by whom: ___________________________________________________________________________________
Do you consent to your visit being via Telehealth (Virtual)?  □ Yes   □ No    

EMERGENCY CONTACT:
Name: ___________________________________  Relationship: ____________________ Phone: _________________
Pharmacy Name: __________________________________________________  Phone: __________________________ 
Address: __________________________________________________________________________________________ 
How did you hear about us? __________________________________________________________________________ 
Primary Insurance: _______________________________________  Pol #: _____________________________________ 
Second Insurance: _______________________________________  Pol #: _____________________________________
Insurance Billing: 
Patients/Responsible Parties are ultimately responsible for all charges whether or not the charges are covered by your insurance. 

Payment Policy: 
We require payment or co- payment for services at the time services are rendered.  Payment may be made by cash, debit or credit card (MasterCard, Visa, etc). 

 Appointment Cancellation Policy: 

 GLHCS requires that cancellations for scheduled appointments be received 24 hours in advance. Unkept appointments which are not properly cancelled are subject to an unkept appointment fee, which can be equal to but not exceed the therapist’s regular appointment fee.  Insurance companies do not pay for unkept appointment fees and the patient/responsible party is held fully accountable for this charge. 

 I have read and understand the above-stated policies of Guiding Light Health Care Services, LLC. 

          Printed Name of Responsible Party (required):                         Signature of Responsible Party (required): 

(Print)  ______________________________________             (Signature)  ______________________________________
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