Patterson Compassionate Counseling, LLC





                               414 Shoup Ave, Suite 111
      PO Box 50977, Idaho Falls, ID 83405

Phone: 208-524-6373   FAX: 208-529-4166

Today’s Date_________________Client Name____________________________________________________________________

Address_________________________________________City_______________________State_________Zip_________________

Home Phone___________________M______F______Employment__________________________Phone # ___________________

Birthdate_____________________________________SS#___________________________________________________________

Client Status:
(  ) Married
(  ) Single
(  ) Divorced
(  )  Separated
(  ) Other

IF PATIENT IS A CHILD     MOTHER’S NAME_____________________________FATHER’S NAME_______________________
INFORMATION ON PERSON RESPONSIBLE FOR THE BILL:

Name_______________________________________Birthdate__________________SS#___________________________________
Address_____________________________________City______________________State_________Zip_______________________

Employer___________________________________________________Work Phone_______________________________________

INSURANCE INFORMATION:   (Please provide copy of your insurance card/s)

Primary Insurance___________________________________________________________________________________________

Address________________________________________________City____________________________St_____Zip____________

Policy Holder________________________________________Birthdate of Policy Holder__________________________________

Policy #____________________________________________Group #__________________________________________________

Secondary Insurance_____________________________________________________________________________________________________
Address________________________________________City______________________________State_______Zip_________________________

Policy Holder_________________________________________Birthdate of Policy Holder____________________________________________

Policy#_______________________________________________Group_____________________________________________________________
There is a no show fee charged for appointments not cancelled within 24 hour.

I authorize and request my insurance company to make payments directly to Patterson Compassionate Counseling, LLC.  I also authorize Patterson Compassionate Counseling, LLC or any billing agent acting in their behalf, to release any information necessary to process any claim on my behalf.  I understand that I am responsible for all charges regardless of insurance coverage.  Medicare excluded. 

Signed___________________________________________________________________Date______________________________

Medicare (If applicable)  I request that payment of authorized Medicare benefits be made either to me or on my behalf to _____________________________or any services furnished to me by that supplier.  I authorize any holder of medical information about me to release to CMS and its agents any information needed to determine these benefits payable for related services.

Signed____________________________________________________________________Date______________________________

Please FAX completed form to the number above or bring in with you to your appointment. No saved data typed in format.
