              Providence Psychotherapy, LLC
                                            New Client Form

Contact Information:

Name:____________________________________________________________________

Address:_________________________________________________________________

___________________________________________________________________________

Tel:  _________________________________ Tel: ________________________________

Email:____________________________________________________________________

DOB: _____________________  Age _____________________Gender ____________

Occupation______________________________________________________________

Marital Status ___________________________________________________________   
                  
Are you using self -pay arrangements without filing insurance?   Yes    or    No 

Insurance Information: 
*Prior to your first appointment, contact your insurance company to determine your benefits for therapy services. (You can find the number to call on the back of your insurance card) Bring this information, your ID and insurance card to your appointment.

Find out the following from your insurance company :
Are you covered for individual, marital, and/or family therapy services?     Yes  or  No  
If so, I am covered for: (circle)          Individual             marital                family               
Do you have to meet your deductible before benefits start?   Yes   or    No
If so, my deductible is $___________.  Has it been met?    Yes    or  No     (If your deductible has not been met you will pay cash for services until the deductible is met.) 
Do you have a Co-Insurance Percentage for therapy services? Co-insurance ___________%.
Do you have a co-pay per session?    Co-Pay Amount$________________

Insurance Company___________________________    Name Insured _________________________________________

Client relationship to name insured:  ________________________Insured’s DOB ___________________________

Policy Effective Date _______________________________________________________________________________________

Policy number __________________________________ Group name/number___________________________________ 

Client’s SSN ________________________________Insured’s SSN ________________________________________________

Name Insured’s address (if different) ___________________________________________________________________

_______________________________________________________________________________________________________________

