PATIENT REGISTRATION FORM

(PLEASE PRINT)


Today’s Date: ____/____/____

Patient’s full name: _________________________________________________________    SS#:_____________________

Home Address: _______________________________________________________________________________________

City:______________________________________________ State: __________ Zip:_______________________________

Home Phone: __________________________  Date of Birth: _____________  Age: ________  Sex: ________________

Insured’s Primary Ins. Co: ___________________________  ID#: 



Group # ______________

INSURED/RESPONSIBLE PARTY INFORMATION (If Different from Above)

Name of Insured: 



  Relationship: to Patient 

  Insured Date of Birth: 

  

Secondary Ins. Co:  _______ No, ______ Yes: Company: ________________________________ Policy # 




Patient’s Employer: __________________________________________   Work Phone: _____________________________

Employer Address: __________________________________________________________________________ 
Family Physician: _____________________________________  

Who may I thank for the referral: _____________________________________

OFFICE BILLING AND INSURANCE POLICY
1. I authorize use of this form on all of my insurance submissions.

2. I authorize the release of information to my insurance company(s).

3. I understand that I am responsible for the full amount of my bill for services provided. 

4. I agree to pay   $_____________at the time the therapeutic services are provided, if services are not covered by insurance.

5. I hereby permit a copy of this to be used in place of an original.

It is your responsibility to pay any deductible amount, co-pay, co-insurance amount or any other balance not paid by your insurance the date and time service is provided.

There will be a $25.00 service charge on all returned checks.

Delinquent accounts will be sent to collections or small claims court after 90 days. In the event that your account goes to collections or small claims court, there will be a 20% collection fee added to your balance.

There is a 24-hour cancellation policy, which requires that you cancel your appointment 24 hours in advance between the hours of 8:00 am to 4:00 pm Monday through Friday to avoid being charged. If not notified a fee of $85.00 will be charged.
Signature: ____________________________________________________________________   Date: _________________

Gaye Lynn Schankweiler, MA, LPC
12995 Sheridan Blvd., Suite 104a
 Broomfield, CO 80020


