Susan Sims, L.M.H.C., C.A.P.

3601 W. Azeele Street

 Tampa, FL 33609

Patient Information

Name__________________________________________________________Today’s  Date_______________________

Address ___________________________________________________________________________________________

City_______________________   State___________   Zip________________ Gender:  Male _______ Female _______

Home Phone______________________ May we leave a message?   Yes ______  No ______    

Cell Phone________________________ May we leave a message?   Yes ______ No _______

Work Phone ______________________ May we leave a message?   Yes ______ No _______

 SSN _________________________ Email _______________________________ May we email you?  Yes _____ No ______

Date of Birth____________________
   Age __________
Marital Status______________

Spouse/Partner’s Name _______________________________________________________________________

Medical Insurance:  yes ______ no______ 
Worker’s Comp:   yes_______  no ________

Employer_____________________________________________________________________________________

Emergency #:________________________________ Contact Name____________________________________

Insurance Company/ Phone ____________________________________________________________________

Address______________________________________________________________________________________

Insured Name_____________________________   Insured SSN _______________________________________

Insured DOB ____________________________ Insured Employer_____________________________________

Policy #__________________________________ 
Group #___________________________________________

Secondary Insurance Policy  _____________________________________________________________________

Referred By: ___________________________________________________________________________________

I authorize the release of any medical information to process this claim and request payment of benefits to either myself or to the party who accepts assignment below.

Signature_______________________________ Date________________________

I authorize payment of medical benefits to the undersigned physician or supplier for the services described below.

Signature________________________________ Date________________________

I hereby accept financial responsibility for professional services rendered by Susan Sims, L.M.H.C.

Signature_________________________________ Date________________________

