
Client Registration Form


Diagnosis











Mountain Wellness Associates





Intake Date





You are responsible for obtaining pre-authorization from your insurance company prior to your first appointment.  Below, please indicate the authorization information provided to you by your insurer.





Please indicate your insurance policy information


as it pertains to your outpatient mental health coverage:





 Insurance Information:





 Method of Payment:





 Client Information:





Name									Daytime Phone 	(	)			


	Last			         First		           	          Initial					             Work    Home   Cell


Address									Evening Phone 	(	)			


	Residential		 		Mailing (if different)						             Work    Home   Cell


City				  State 		  Zip 		  County 			             Who referred you to this office?


												       	


Age		   Date of Birth 	     /	   /	    Race    				           															


SS #			  Gender  _______________________    Sexual Orientation/Preference ___________________________________





Marital Status Single Married Separated Divorced Widowed   


Emergency Contact:


 Name   					                                          Relationship to Client 					


Address 							                                                                                                              	


	                                             	(If different from client address)						


Day Phone 	 	                         Evening Phone 			                                  	








Self-Pay $______ per session*    Bill Insurance Company*   Other 								  *(All payments, co-payments, and deductibles are due and payable at the time of each office visit.)								





Name of Insurance Company 							Policy# / ID# / SS# 					


Ins Co Phone # 								Group # 						


Claims Address 								Policy Effective Date 				


									Is this a managed care policy?	             Yes No


									Does your coverage require pre-authorization? Yes No


Subscriber’s Name 				     DOB 				 


SS# 			  Subscriber’s Employer 					


Subscriber’s Relationship to Client:    Parent   Spouse   Self    Other


	Authorization # 					


									Authorized # of Days / Sessions 			


Deductible Amount $		  Per Visit Co-Pay $			Auth Eff Date 		   End Date 		


Annual Max $	    	             Lifetime Max $				Name of person who authorized treatment 		


Do you have more than one health insurance carrier?    Yes  No 		Comments: 					


															








**I accept full responsibility for all charges not covered by my insurance company and agree to pay all such charges at the time services are rendered unless otherwise agreed upon in advance.  I further understand that it is my responsibility to obtain pre-authorization for services and that any charges denied by my insurer for any reason, including lack of authorization, are my full responsibility.


													


		CLIENT SIGNATURE  (or Legal Guardian if client is under 18 years of age)			Date


												


		RESPONSIBLE PARTY SIGNATURE  (required if other than client or legal guardian)		Date





Caller Name





Who is responsible for paying balances that are not covered by insurance? **





(Do Not Write Above This Line – For Office Use Only)








