RAISE THE BAR

THERAPY SERVICES

Patient Information

Child’s Full Name: DOB: Sex:M/F

Address: City: State: Zip:

Parent/Guardian Information:

Father’s Full Name: DOB:
Mother’s Full Name: DOB:
Guardian’s Full Name: DOB:
Address:

Home Phone: Cell Phone:

Email:

Custody Status: O Joint U Mother (Documentation Required)

U Father (Documentation Required)

WOther:
(Documentation Required)

Primary Insurance (Card Required)

Insurance Company:

ID:
Policy Holder: DOB:
Relationship to Patient: UsSelf UParent UOther

Secondary Insurance (Card Required)

Insurance Company:

ID:

Policy Holder: DOB:

Relationship to Patient: USelf UParent WOther



Parent/Guardian Signature:

Date:

RAISE THE BAR

THERAPY SERVICES

FOR OFFICE USE ONLY

Documentation provided by:

Documentation:

Documentation received by:

Date:




