JONI FULKERSON, LCSW
Patient Information Form

Patient Name: _______________________________________	Date of Birth: ___________________________

Patient Gender: ___M___F	Social Security #: ________ - ______ - ________

Street Address: _______________________________________ 	 City: ______________ State: _______ ZIP: __________

Home Phone: ___________________	Cell Phone: ___________________	Work Phone: ____________________

Email: _______________________________________	Todays Date: _______________________________

Rendering Provider: _____________________________________      Marital Status: ___S___M___D___W

Primary Insurance: ______________________________________	Effective Date: ________________

Policy #: ________________________________		Group #: _____________________________

Policy Holder: __________________________________ Relationship to Policy Holder: _____________________

Policy Holder’s Date of Birth: _______________________ Policy Holder’s Social Security #________ - _____- _________

Secondary Insurance: ____________________________________	Effective Date: __________________

Policy # ________________________________		Group #: _____________________________

Policy Holder: _________________________________ Relationship to Policy Holder: _____________________

Policy Holder’s Date of Birth: _______________________ Policy Holder’s Social Security #: _______ - _____ - _________

Employer: _________________________________________ Address: ________________________________________

City: ______________________________ State: ____________ ZIP: _________________

Release and Assignment: 
I authorize the release of any information necessary to process my insurance claims and assign and request payment directly to the above provider. I am aware that an agent of my insurance company or other third party payer may be given information about the type, cost, date and provider of any services or treatment I, or my dependent receives. I understand that if payment for the services I receive are not made by the insurance company, that I am responsible for full payment. If payment is not made in a reasonable amount of time the above provider may stop my treatment.

Signature of Patient or Parent if Minor: _______________________________________ Date: _____________________

Relationship to Patient: __________________________________________
