Yelena Shik Psychotherapy Practice

Patient Registration Form

_____________________________________________________________             Date___________



Last


         First

MI


Responsible Party (if a minor)___________________________________________________________

Address__________________________________City__________________State____Zip_________

Phone number where you can be reached___________________ Cel/Beeper Number________________

Sex M F   Age_____ Birthday________ Single  Married   Widowed   Separated   Divorced

Patient employed by_____________________________________  Occupation___________________

Self-employed?  Yes No In school   

Patient SS#_________________Parent (if a minor) SS#_________________

Spose (or responsible party) Name_______________________________________________________

Spose Employed By__________________________________Occupation_______________________

Phone number where he/she can be reached____________________Spouses SS#__________________

Do you have Medical Insurence?  Yes  No                      Paying Fee? Yes  No      

If  No, what is your household income?___________ How many people are in your household?________

If Yes, Name of Primary Insurer_______________________________________________

ID#____________________________Group#_____________________Amount of Co-pay_________

In case of emergency, who should be notified?_______________________Phone #________________

How did you learn about this practice?____________________________________________________
This information will not be sold or given to anyone without patient's authorization.         Yelena Shik

ASIIGNMENT AND RELEASE  (not required ONLY  if  paying scheduled fee)

I, the undersigned, have insurence coverage with____________________________________________

and assign directly to Y. Shik, LCSW, all medical payments and fees for mental health services provided to me.

I understand that I am financially responsible for all charges whether or not paid by insurence.  

I hereby authorize the release of all information necessary to secure payments of benefits to my insurence administration and its agents. 

I authorize the use of this signature on all insurence submissions.

Patient's/Parent's (if minor) Signature________________________________Date________________
