Patient ftin

Date:
First Name: Mid. Init. Last Name:
Address: Town: State: Zip Code: -
DOB: SS# Gender:_ M___ F Marital Status:__ Married Single_ Other
Employment Status:_ Employed___ Part-time Student_____ Full-time Student_____ Other
Employer/School: Town: Job Title:
Home #: Office#: Mobile#: School #:
Emergency Contact Name & #:
Primary Care Provider Name & #:
Email Address: Name of Accompanying Adult:
Referral Source
Referral type: __ Insurance__ Web-site_ Physician___ Friend___ Brochure/Flyer___ Phone Book___ Other
Name of Reference:
Person Responsible for Bills: Primary Insurance Subscriber (i patient is responsible for bills, skip this section)
Home #:
First Name Mid. Init. Last Name Mobile #:
Address Town State Zip
DOB: SS#: Sex:__M___F Patient Relationship: Child Spouse Other
Employer Name & #: Signature:
Insurance
Primary Insurance-Plan Name:
ID #: Group#: S Copay $ Deductible
Insurance pays % for visits - Effective Date:
Coverage for Testing: Type of Providers Covered:
Annual Limit: Prior Authorization Needed:
Secondary Insurance-Plan Name:
ID #: Group#: S Copay $ Deductible
Insurance pays % for visits - Effective Date:
Coverage for Testing: Type of Providers Covered:
Annual Limit: Prior Authorization Needed:
Family Data
Spouse/Parents:
Name DOB Occupation Ethnicity Religion
Name DOB Occupation Ethnicity Religion

Continued on the back...



Siblings/Children:

Name DOB___ Inhome Relationship to Parent_ Gender
Name DOB___In home Relationship to Parent___Gender
Name DOB___ Inhome Relationship to Parent_ Gender

Staff: Record Information
Tots ID#:

First Steps Service Coordinator:

First Date Recorded:
Education Materials:

Discharged: Out Referred to:

Given to:

Date Signed: Client's Rights

Consent to Treat: Financial Policy: Record Release
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