Jennifer Stowell, LPC

PATIENT INTAKE FORM

NAME: LAST: FIRST: MIDDLE INITIAL:

BILLING ADDRESS: CiTy: STATE: ZIp:

HOME TELEPHONE: CELL:

EMPLOYER: WORK PHONE: EXTENSION:
GENDER: DATE OF BIRTH: / / SSN: - -

RELATIONSHIP STATUS: MAY | LEAVE MESSAGES AT YOUR HOME OR PHONE? YES __ NO
EMERGENCY CONTACT: PHONE:

REFERRED BY: PRIMARY PHYSICIAN: PHONE:

DO YOU HAVE ANY SPECIAL CONFIDENTIALITY REQUESTS?

INSURANCE INFORMATION

PRIMARY INSURANCE: ID# GRoOUP #:
PoLicy HOLDER'S NAME: SSN: - - DATE OF BIRTH:
SECONDARY INSURANCE: ID# GROUP #:
PoLicy HOLDER’S NAME: SSN: - - DATE OF BIRTH:

IF YOU ARE USING YOUR EMPLOYEE ASSISTANCE PROGRAM (EAP) PLEASE COMPLETE THE FOLLOWING:

EAP NAME: AUTHORIZATION #: NUMBER OF SESSIONS:

MY PERMISSION IS GRANTED TO ALLOW MY INSURANCE CARRIER TO MAKE REMITTANCE ON MY BEHALF DIRECTLY TO JENNIFER M. STOWELL,
LMHC. THIS ASSIGNMENT WILL REMAIN IN EFFECT UNTIL REMOVED BY ME IN WRITING. | HEREBY AUTHORIZE THE RELEASE OF ALL MEDICAL
INFORMATION NECESSARY (INCLUDING DIAGNOSIS) TO SECURE PAYMENT FROM MY INSURANCE COMPANY.

SIGNATURE: DATE:

OFFICE USE ONLY

DX CoDE: DESCRIPTION:
DX CoDE: DESCRIPTION:
INSURED SIGNATURE ON FILE? YES No

SPECIAL INSTRUCTIONS FOR INSURANCE CLAIMS:




