Life Solutions Psychotherapy
20 Arcampus Drive
Rochester, NY 14612

Please Print
Patient Name: ________________________________________	

Drug Allergies: _______________________________________

Address:	___________________________________________
	___________________________________________

Phone: Home:  ________________________
	Work:   ________________________
	Cell:     ________________________

Email: _______________________________________________

Authorize electronic communication?      Yes _____    No _____

Preferred method of appointment reminders:       Phone ____   Text ____ Email ____

Sex:	M	F	Race:  __________________	Marital Status: ______________

Date of Birth:  ______________

Social Security Number:  _______________________________

Referral Source:  ______________________________________

Primary Care Physician:  _______________________________
Address:  ____________________________________________
Phone:     ____________________________________________
List any medications you are currently taking: _______________________________________________
____________________________________________________________________________________
List any medications that you have been on in the past: ________________________________________
____________________________________________________________________________________

Father’s Name: _______________________________________________________________________
Mother’s Name: ______________________________________________________________________
Significant Other’s Name:  ______________________________________________________________
Children’s Names:  ____________________________________________________________________
Emergency Contact:  __________________________________ 
Phone Number:  ______________________________________

Insurance Type:  _____________________________________ 
Policy Number:   _____________________________________
Subscriber Name:   ___________________________________
Subscriber Date of Birth:   ______________________________			       Continued on other side 






Are you currently in treatment anywhere else?     Yes____ No____
If so, where? _________________________________________________________________________
Name of person responsible for your care: __________________________________________________

Please explain why you are seeking treatment at this time and for what problems.
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________


  	Received and Read Therapy Patients’ Bill of Rights						

[bookmark: _GoBack]
To avoid being charged $80.00, 24 hour notice is required for all cancelled/missed appointments.  You are also responsible for notifying me of all insurance changes as soon as possible to avoid the claim being denied and ultimately being responsible for payment.  Please note any returned checks will result in a $30.00 fee being charged to you. You are responsible for all fees in the event that the insurance carrier does not pay. All fees not paid within 90 days, will be sent to a collection agency and a 35% processing fee will be added to your account.





_______________________________________                        	______________________________
Patient or Parent/Guardian Signature	Date

