
PATIENT INFORMATION

Welcome to our office. Please complete aUspaces.

First Name: Mt__ Last'-- _

Addre~: ___

city: State: Zip Code: _

Telephone: Home Work: _

Cell _ Where may we leave a message? _

Date of birth: _ Social Security #:, _

Age:~ _ M:_F:_ Marital Status: _

Who referred you tous?:· _

Primary Insurance Company: _

Insured Name: _

Insured Address &·Telephone·(ifdifferent}:.· ----------

Insured S8#:, ,.....,... _ Date of Birth:, ___

10#:---~------------------~ .Group#:. _

Secondary Insurance Company: _

Insured Name: _

Insured Address & Telephone (if different):, _

Insured S5#:, _ Date of Birth: _

I~------------~----~----- Group#:~ _

Is there someone you would like to authorize our office to speak with regarding scheduling and/or canceling appointments?

If yes, name and phone#;..-' _

I hereby authorize MoniCa Schmitt. Psy.D., to fumish my·insurance company aUinfonnation which the insurance
company may re<!uest conceniing my presenfillness. I hereby assign to Morlica Schmitt, Psy.D.,allrilonies to which I
am entiUedfor e>epensesrelativeto the services received. Iunderstand that lam financlaUy responsible to said doctor
for charges. not COVered by thisassignmenl

______ ~~-----~-~-----------Dme,------------Signature of Patient or Legal Guardian
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