PATIENT INFORMATION
  Adult Form














____________________________________    
Last Name           First                Initial

Birthdate: ______________________________









Social Security # _________________________



Home Telephone:________________________








Work Phone: ___________________________
Address:___________________________

Cell Phone:
_____________________________
                                                                                  Spouse’s Name: __________________________









Spouse’s Birthdate: ___
___________________








Spouse’s Social Security #_________________
____________________________________

Employer’s Name and Address:
_______________________________________
Names and Ages of  your children:                         Spouse’s Employer and Address:
_______________________________________
_______________________________________

Family Physician:





Primary Insurance:








Name of Insured:
_______________________________________
#​​​​​​​​​​​​​______________________________________

List below any medications you are


 _______________________________________
currently taking:





Secondary Insurance:








Name of Insured:
Have 
you seen another mental health 

#_______________________________________
provider?      Yes         No      
_______________________________________
_______________________________________

Having insurance does not guarantee coverage
Referred by/How did you learn about us?

Some specific services and/or diagnoses may
(Please check all that apply)

not be covered by your policy. Your


⁯ Physician ____________________________

signature acknowledges that you are

⁯ Insurance Co. ________________________

responsible for your bill.



⁯ Illinois Psych. Assoc.____________________







⁯ Yellow Pages (SBC⁯, Yellow Bk.⁯)
Signature ____________________________       
⁯ Internet


Date        _____________________________      
⁯ Other





  





