PATIENT  INFORMATION

ADULT (Please Print)

       Today's Date: _____________________________

           Appointment with: Dr. Paige Larkin Carpenter, Psy.D.
                Name: ________________________________________________________________________________________   _______

        Date of Birth: ___________________________ Sex: ________ Social Security Number: ______________________________

        Address: _______________________________________________________________________________________________

        City: ____________________________________________ State: ______________________ Zip: ______________________

        Home Phone: (____) _____________ Work Phone: (____) _____________ Ext.______ Cell Phone: (____) _____________
       Employed By: _________________________________________________________________________________________

        Employer’s Address: _____________________________________________________________________________________

        Referred By: ___________________________________________________________________________________________ 

        E-mail address: ______________________________________________________________________________________________

  INSURANCE INFORMATION

       Insurance Company Name: ______________________________________________________________________________

        Company Address: ______________________________________________________________________________________

        Phone Number: (____) _________________ Insured’s Name: ______________________________ D.O.B:_____________

        Insured’s ID Number: _________________________ Insured’s Group Number: ____________________________________

        Patient’s Relationship to Insured: ________________________________________________________________________

        Insured’s Employer: (if different from above) _____________________________________________________________________

        Employer’s Address: _____________________________________________________________________________________

If you have a Health Savings Plan or plan to use EAP benefits, please let us know.

PRIMARY CARE PHYSICIAN INFORMATION

        Physician’s Name: ______________________________________________ Phone: (____) ____________________________

        Office Address: _________________________________________________________________________________________

        In Case of Emergency, Contact: ___________________________________ Phone: (____) _____________________________

OFFICE USE ONLY

        Service Representative: ____________________________________________________ Provider #: ______________________________

Insurance Deductible: ______________ Amt Met: _________________ How Much for Year: ____________________________________

% of Coverage Insurance Will Pay: ________________________________________________________ Copay Amt: ________________

Maximum Coverage per Year: _______________________________________________________________________________________

Psych Testing: __________________ PreAuth? ______________ Neuropsych Testing: __________________ PreAuth? _______________

Family Therapy: ______________ PreAuth? _______________ Individual Therapy: _________________ PreAuth? __________________

Policy Effective Date: _______________________________ Coverage for LPC/LCSW? ________________________________________
Pre-Authorization Info: ____________________________________________________________________________________________

 Insurance Address: ________________________________________________________________________________________________

