Kristin Hughes, LCSW
Client Information
	Client 1
	Client 2 or Insurance policy holder

	Name_________________________________

Address_______________________________

City/State/Zip__________________________
SS#__________________________________

Home Phone___________________________

□ Check if primary contact

Alternate Phone_________________________

□ Check if primary contact

 Date of Birth___________________________

Email Address__________________________ 
Referral Source_________________________

Primary Care Physician___________________


	Name_________________________________

Address_______________________________

City/State/Zip__________________________             
SS#__________________________________

Home Phone___________________________

□ Check if primary contact

Alternate Phone_________________________

□ Check if primary contact

Date of Birth___________________________

Place of Employment____________________

Referral Source_________________________

Primary Care Physician___________________




	Insurance Information

	Insurance Co___________________________   Insured Name___________________________

Policy #_______________________________  Group/Plan #____________________________

Effective Date__________________________   Phone #________________________________

Claims Address_________________________________________________________________

Pre-certification #(if provided)_____________________________________________________ 

Attach copy of insurance card


	Benefits Quoted

	Yearly Visit Max________________________   Co-Pay________________________________

Deductible_____________________________   Amount Met____________________________

Pre-certification   YES  NO                                   Pre-certification phone___________________

Comments____________________________________________________________________

_____________________________________________________________________________   


