Sage Psychotherapy and Treatment Program
Client Information

Name:  



Address:



Home Phone:  ______________  Work Phone:  ___________________  Cell Phone:  ________________

Date of Birth:  _________________     Social Security Number:  _________________________________

Referred by:  __________________________________________________________

May I thank the referral source?    Yes   No   (circle one)

Emergency Contact and relationship to you:



Physician(s) name and phone number(s):





Are you involved in any legal proceedings which may involve your therapist?  ______

If yes, please describe:  







Insurance Information:
Do you have a PPO insurance plan?  Yes   No (circle one)                
If “yes” and you would like me to submit claims to your insurance company, please provide the following information:  

	Person Responsible for Bill or Co-Pay
	Birth Date
	Address (if different)
	Home Phone No.

	
	       /         /
	
	(          )

	Email Address:
	
	
	
	Cell Phone No.

(          )

	Occupation
	Employer
	Employer Address
	Work Phone No.

	
	
	
	(          )

	Please list your primary insurance carrier:
	

	Telephone contact number for Behavioral Health services (on back of card)
	
	

	

	Insured’s Name (found on front of card)
	Insured’s S.S. #
	Birth Date
	Group #
	Policy #
	Co-Payment

	
	
	       /       /
	
	
	$

	Client’s Relationship to Insured
	( Self
	( Spouse
	( Child
	( Other
	

	

	Name of Secondary Insurance (if any) 
	Insured’s Name
	Group #
	Policy #

	
	
	
	

	Client’s Relationship to Insured
	( Self
	( Spouse
	( Child
	( Other
	

	
	
	
	



