Pat Blumenthal, PsyD

INTAKE FORM

Name: ____________________________________________________________________________

Address: __________________________________________________________________________

____________________________________________________________________________
Phone: _____________________________________________________ (  ) cell  (  ) home  (  ) work

Email: ____________________________________________________________________________

Best ways to reach you: (  ) phone  (  ) email              OK to leave message?     Y      or        N
Referred by: ________________________________________________________________________

Date of Birth: ____________________________  SS# ______________________________________

Primary Care Physician: ______________________________________________________________
PCP Address: ______________________________________________________________________
Permission to contact PCP to coordinate treatment if necessary?   Y    or     N        (circle)

Emergency Contact: ____________________________________ Ph: __________________________

Insurance Information

Insurance Company: ___________________________________________________________________
Insurance ID #: ______________________________________ Group #: _________________________
Name of Insured Person (Subscriber): ______________________________________________________
AUTHORIZATION TO RELEASE INFORMATION & ASSIGNMENT OF INSURANCE BENEFITS

I hereby authorize Pat Blumenthal, PsyD to furnish my insurance company with all information necessary to process my claims. I acknowledge that I am responsible for all charges not covered by insurance.

______________________________________________          _______________________________
Signature







Date

