Joanne Steinwachs, LCSW, PC

2696 S. Colorado Blvd. Suite 210
Denver, CO 80222
303.691.3369

NEW CLIENT REGISTRATION FORM
THIS FORM MUST BE COMPLETED BEFORE TREATMENT IS PROVIDED AND IF APPLICABLE, YOUR INSURANCE CARRIER FILED ON YOUR BEHALF. PLEASE MAKE SURE TO FILL OUT BOTH SIDES COMPLETELY USING N/A WHEN THE QUESTION IS NOT APPLICABLE. PLEASE PRINT.

NAME__________________________________________________________________________________________________
ADDRESS_______________________________________________________________________________________________
CITY, STATE, ZIP________________________________________________________________________________________

DATE OF BIRTH_________________________________________________________________________________________
HOME PHONE___________________________________ CELL PHONE___________________________________________
WORK PHONE____________________________________EMAIL________________________________________________
PLEASE CIRCLE  THE BEST WAY TO REACH YOU.
INSURED NAME_________________________________________________________________________________________
PRIMARY INSURANCE___________________________________________________________________________________
ADJUSTER’S NAME  IF APPLICABLE__________________________________________________________________________________

AUTHORIZATION #__________________________________________________________________________________

PLACE OF EMPLOYMENT____________________________________________________________________________

INSURANCE ADDRESS_______________________________________________________________________________

CITY, STATE, ZIP__________________________________________________________________________________

POLICY OR GROUP #__________________________________________________________________________________

INSURED SS# & CLAIM #_____________________________________________________________________________

SECONDARY INSURANCE

INSURED NAME__________________________________________________________________________________

PLACE OF EMPLOYMENT__________________________________________________________________________

INSURANCE ADDRESS__________________________________________________________________________________

CITY, STATE, ZIP__________________________________________________________________________________

POLICY OR GROUP #__________________________________________________________________________________

INSURED SS# & CLAIM #__________________________________________________________________________________

I AUTHORIZE PAYMENT OF MEDICAL BENEFITS TO BE PAID DIRECTLY TO THE PROVIDER, OR THE INSURED FOR MEDICAL SERVICES RECEIVED. I ALSO AUTHORIZE THE RELEASE OF ANY MEDICAL INFORMATION NECESSARY FOR THE PROCESSING OF MEDICAL CLAIMS DIRECTLY TO THE INSURED, OR THE ABOVE PROVIDER. THIS ALSO INCLUDES ANY NECESSARY INFORMATION REQUIRED TO PROCESS CLAIMS FOR WORKER’S COMPENSATION, AUTO INJURY, OR MEDICARE BENEFITS, IF APPLICABLE.

IF YOU ARE UNABLE TO ATTEND A SCHEDULED APPOINTMENT, I REQUIRE 24 HOURS NOTICE OR I WILL CHARGE FOR THE SESSION.

IF PAYMENT IS NOT RECEIVED WITHIN 30 DAYS OF STATEMENT DATE, YOUR ACCOUNT WILL BE SUBJECT TO AN INTEREST CHARGE OF 1.5% PER MONTH. IF PAYMENTS ARE NOT MADE AFTER 6 MONTHS, YOUR ACCOUNT WILL BE PLACED WITH A COLLECTION AGENCY FOR THE AMOUNT DUE AS WELL AS COLLECTION FEES.

SIGNED_________________________________________DATE.______________________

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY RIGHTS

I hereby acknowledge that I have received a copy of the Provider’s Notice of Privacy Rights, (HIPAA ).

SIGNED_________________________________________DATE.______________________


Client or Guardian

---------------------------------------For Provider Use Only--------------------------------------------------

The Notice of Privacy Rights was presented to the client or legal guardian today, but the client or legal guardian did not sign because:

_________The client refused to sign.

_________The legal guardian refused to sign.

_________The client was incapable of signing.
_________Other.

____________________________________________
Date_________________________

