PATIENT REGISTRATION FORM | Gila Calev, LCSW

PATIENT INFORMATION

Name Date of Birth
Street

City State Zip
(Cell) Phone (Home) Phone

E-mail address

Sex Male Female Other
Patient Status Single Married Divorced Other

Social Security No

Occupation

Employer

Referring Physician

Emergency Contact: Name Phone

e | authorize Gila Calev, LCSW to provide myself (or dependent) with reasonable and proper behavioral
health care.

e | authorize my health insurance company or third-party payer to pay my insurance benefits directly to Gila
Calev, LCSW. | authorize Gila Calev, LCSW to release any information required to process my insurance
claim.

e | understand that if my insurance should deny payment, | am responsible for the full charges.

Signature: Date:




PATIENT REGISTRATION FORM | Gila Calev, LCSW

INSURANCE INFORMATION

Primary Insurance

Policy ID

Name of Subscriber Subscriber’s Date of Birth

Subscriber’s Address

Subscriber’s relationship to patient

Secondary Insurance: Yes No

e | authorize Gila Calev, LCSW to provide myself (or dependent) with reasonable and proper behavioral
health care.

e | authorize my health insurance company or third-party payer to pay my insurance benefits directly to Gila
Calev, LCSW. | authorize Gila Calev, LCSW to release any information required to process my insurance
claim.

e | understand that if my insurance should deny payment, | am responsible for the full charges.

Signature: Date:




