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GENERAL INFORMATION 
 

Date: __________________ 

Minor’s Full Name: _________________________ _________________________ _________________________ 
 (first) (middle) (last)   

Address: __________________________________  City: ________________  State: ________  Zip: ______________ 

Birth Date: _____/_____/_____     Age: _____      
 
CONTACT INFORMATION May we contact you at 

this number? 
May we leave a message 
at this number? 

Phone Numbers Yes No Yes No 
Mother’s Home      

Mother’s Cell      

Father’s Home      

Father’s Cell      

Other      

 
CONSENT TO EMAIL OR TEXT USAGE FOR APPOINTMENT REMINDERS & OTHER HEALTHCARE COMMUNICATIONS  
 

Patients in our practice may be contacted via email and/or text messaging to remind you of an appointment, to obtain feedback on 
your experience with our healthcare team, and to provide general health reminders/information. If at any time I provide an email or 
text address at which I may be contacted, I consent to receiving appointment reminders and other healthcare communications or 
information at that email or text address from the Practice. 
  

______ (Patient initials) I consent to receive text messages from the practice at my cell phone and any number forwarded or 
transferred to that number or emails to receive communication as stated above. I understand that this request to receive emails and text 
messages will apply to all future appointment reminders/feedback/health information unless I request a change in writing. The practice 
does not charge for this service, but standard text messaging rates may apply as provided in your wireless plan (contact your carrier 
for pricing plans and details). 
 

Physician: ______________________________________ Phone Number: ______________________________ 

Address: __________________________________  City: ________________  State: ________  Zip: ______________ 
  
School: _____________________________________________ Phone Number: _____________________________________ 

Teacher’s Name: _____________________________________ Teacher’s E-mail: ____________________________________ 

Address: __________________________________  City: ________________  State: ________  Zip: ______________ 
 

 
HOUSEHOLD & FAMILY INFORMATION 

Mother’s Name: _____________________________________ Does this person have legal & physical custody? ___________ 

Address: ___________________________________________   City: ________________   State: ______   Zip: ______________ 
 
Stepfather’s Name: ___________________________________ 
(if applicable) 

Telephone Number ___________________________________ 
(if different than above) 

Father’s Name: _____________________________________ Does this person have legal & physical custody? ___________ 

Address: ___________________________________________   City: ________________   State: ______   Zip: ______________ 
 
Stepmother’s Name: __________________________________ 
(if applicable) 

Telephone Number ___________________________________ 
(if different than above) 
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 REFERRAL SOURCE  

Referred By: ______________________________________               Relationship: ______________________________________ 
 Website  Physician 
 Facebook  Clergy/Church 
 Friend  School 
 Family Member  Other Mental Health Agency/Therapist 
 Friend of the Court  Attorney/Law Enforcement 

 
FINANCIAL RESPONSIBILITIES 
 
Person Responsible for Payment: _______________________________________ 

Address: __________________________________  City: ________________  State: ________  Zip: ______________ 

 
I do not have insurance, and/or I decline to utilize or to have my insurance billed. By initialing this statement, I 
understand I am responsible for the full payment for services rendered. 

Please initial  

Copay Amount: $_________________ Deductible Amount: $_________________ 

Name of Insured: ___________________________________ ID # _______________________________ 

Insurance Company: ________________________________ Insured’s Date of Birth ________________ 

Secondary Insurance: ________________________________ Contract # __________________________ 

Group # __________________ SS# _______________________________ 

 
FEE SCHEDULE 
 The initial assessment session is $190 and will last approximately 1½ hours. Additional sessions are $170 per 53 minute 

session. Fees may also vary depending on your circumstances and the nature of services. If it is unclear as to what your fee is, 
you are encouraged to discuss this with me. No shows or late cancellations (less than 24 hours) will be assessed a fee of $40. 

 
BILLING POLICY 
1. I authorize use of this form on all insurance submissions. 
2. I authorize the release of information to my insurance company. 
3. I understand that I am responsible for the full amount of my bill for services provided. 
4. I understand I will be charged an extra fee for processing checks returned for insufficient funds. 
5. I agree to pay the fee for each service, including co-pays and deductibles, at the time services are rendered. 
6. I permit a copy of this form to be used in place of the original. 
7. I agree to pay a $40 service charge for late cancellations and for missed appointments. 
8. I have been offered a HIPAA Notice, Professional Disclosure, Fee Schedule, and Limitation on Patient Confidentiality 

documents. 
9. I have been offered a signed copy of this agreement. 

10. My signature on this form authorizes my consent to treatment for my minor child. 
 
 
SIGNATURE OF PARENT/GUARDIAN: ____________________________________________ DATE: _____________________ 
 
 
SIGNATURE OF PARENT/GUARDIAN: ____________________________________________ DATE: _____________________ 
 
 
SIGNATURE OF MINOR CLIENT:           ____________________________________________ DATE: _____________________ 
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