PATIENT INFORMATION SHEET
Date: _________________ 
Name: (Last, First, Middle): ______________________________________________________
Address: ______________________________________________________________________ 
City: ________________________ State: _____________________ Zip: __________________
Date of Birth: ___________________ SS#: _______________________ Sex: ______________
Home #: __________________Work #:_________________________ Cell #:______________
Emergency Contact (Name, Relation, Phone #):_____________________________________
Referred By: ___________________________________________________ 

FINANCIALLY RESPONSIBLE PERSON
Name (Last, First, Middle):_____________________________________________________ 
Address: ____________________________________________________________________ 
City: _________________________________ State: ________________ Zip: _____________ 
Phone #:_______________________________________________
MEDICAL INSURANCE COVERAGE
Name of Primary Insurance: ____________________________ ID#: _____________________
Policy Holder Name: __________________________________ DOB: ____________________
Name of Secondary Insurance: ___________________________ID#:_____________________ 

ACKNOWLEDGEMENT AND AUTHORITY FOR TREATMENT AND PAYMENT
I give Luz Cotto-Charneski, LCSW permission to provide me with treatment/services.  I also acknowledge full responsibility for the payment of such service and agree to pay for them in full at the time of service. 

[bookmark: _GoBack]Patient Signature: __________________________________ Date: _______________________
