Patient Information and Registration Form         Laurie Meyers, LCSW
Name _______________________________               Date  _______________

 Home Phone ____________________     Cell Phone ____________________

Address ________________________________________________________

               ________________________________________________________
Social Security Number ___________________     Sex   (circle)   Male   Female

Marital Status _______________       Occupation ______________________

Birthdate ___________________       Age _________   

Employer/School ________________________________________________

Employer Address _______________________________________________

Work Telephone Number _________________________________________

Emergency Contact Person and Telephone____________________________

How did you hear about our office? _________________________________

Primary Insurance Information

Person Responsible for Account (Subscriber) _________________________

Relationship to Patient ___________________________________________

Subscriber Social Security Number __________________________________

Subscriber Address (if different from patient)_________________________________

Subscriber Date of Birth _____________ Employer ____________________
Subscriber Occupation ____________________ Work Telephone ________
Primary Insurance Information Continued                                         Page Two
Insurance Company Name _________________________________________

Member Identification Number _____________________________________
Group Number ____________________ Type of Plan (circle)    PPO     HMO

Insurance Company Telephone Number_______________________________

Address Where Claims Should be mailed ______________________________ _______________________________________________________________​
If you have coverage from more than one insurance company, please provide information about your secondary insurance on the reverse of this form.
Assignment and Release

I certify that I, and/or my dependent(s) have insurance coverage with ________

_________________ and I assign to Laurie Meyers, LCSW all insurance benefits, if any, otherwise payable to me for services rendered.  I understand that I am financially responsible for all fees whether or not these fees are paid by my insurance provider.  I authorize the use of my signature on all claims that are submitted to my insurance carrier.  Laurie Meyers, LCSW may use health care information obtained and may disclose this information to the above named insurance company and their agents for the purpose of obtaining payment for services.  This information may also be used to determine insurance benefits or to authorize service.  This consent will end when my treatment with Laurie Meyers, LCSW is completed or one year from the date signed below.

___________________________________                     _________________
Signature of Patient, Parent, Guardian or Personal Representative                                                      Date

___________________________________                     _________________
Please print name of Patient, Parent, Guardian or Personal Representative                                       Relationship to Patient
Form Revised May 2012
