[image: image1.png]IO

Aol

)

0y

[3

)

FAMILY EMPOWERMENT SERVICES

TeeHiy Frierd

a7,
Yy ‘Vm > A

1)

N





PATIENT INFORMATION FORM

Please complete the following information. All information is strictly  confidential

(Please print clearly)

PATIENT’S NAME ___________________________________________

BIRTHDAY _____________




Last


First


Middle



Month, Day, Year
SOCIAL SECURITY _____________________________ DRIVERS LIC# ____________________________

ADDRESS ________________________________________________________________ ZIP ____________




Street





City
HOME PHONE (_____) _______________________________
CELL PHONE (_____) ________________

EMPLOYER ________________________________________  WORK PHONE  (_____) ________________

EMAIL ____________________________________________

NAME OF SPOUSE (OR PARENT) ___________________________________________________________

PRIMARY INSURANCE ____________________________________________________________________

INSURED NAME ____________________________________ BIRTHDAY ___________________________

GROUP # ___________________________________________ ID # _________________________________

INSURANCE ADDRESS ____________________________________________________________________

SECONDARY INSURANCE _________________________________________________________________

INSURED NAME ____________________________________ BIRTHDAY ___________________________

GROUP # ___________________________________________ ID # _________________________________

INSURANCE ADDRESS ____________________________________________________________________

REASON FOR VISIT _______________________________________________________________________

DESCRIBE ANY CONDITIONS WE SHOULD KNOW ABOUT ____________________________________________


I understand that I am financially responsible for all charges for services rendered to me at the time of services unless other arrangements are made in advance.  I hereby authorize Family Empowerment Services to release all information necessary to secure payment of benefits. I further agree that a photocopy of this agreement shall be as valid as the original.

Signed _________________________________________

Date _______________________________
3133 Lakeshore Drive, Saint Joseph, MI     
Phone: 269-588-3167
Fax: 269-588-3169
www.familyempowermentservices.com

coordinator@familyempowermentservices.com
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