SpringHaven, Inc.

BILLING INFORMATION FORM

NAME: ____________________________   GENDER:   F    M   BIRTHDATE: ____________

HOME PHONE (_____) ____________  WORK PHONE (____) ___________ EXT _________

(May we identify SpringHaven, Inc.?  Yes / No
(May we contact you at work?  Yes / No)

HOME ADDRESS _____________________________________________________________



         (street address)



         _________________________________________________________________________



        


(city)


(state)


(zip code)

EMPLOYER ________________________________  SOCIAL SECURITY # ______________

SPOUSE’S NAME ___________________________ WORK PHONE (_____)______________

SPOUSES’ EMPLOYER ________________________________________________________

PHYSICIAN ___________________________________________ PHONE (____) __________

IN EMERGENCY CONTACT _____________________________ PHONE (____) __________

WHO REFERRED YOU? ________________________________________________________

MAY WE THANK THEM? ____ YES _____________________________________________










(signature)

I WILL BE PAYING TODAY BY:   ____ CASH   ____ CHECK 


INSURED PARTY _______________________________ BIRTHDATE ____________


EMPLOYER ____________________________________ SOC. SEC.# _____________


INSURANCE CO. ________________________________________________________


CLAIMS ADDRESS ______________________________________________________


INS. CO. PHONE (____) ________________ POLICY # _________________________

Memo of Understanding: I give permission for SpringHaven, Inc. to contact the person listed above for emergency contact in the event my counselor is concerned for my wellbeing. I understand that the hourly rate for the requested services is $130 initial intake and $110 for each additional therapy session. 

I understand that regardless of my insurance status, I am ultimately responsible for the balance on my account for any professional services received and that payment is due at the time of service. I have read the Financial and Cancellation polices in the Client Guide and agree to these conditions. I certify this information is true and correct to the best of my knowledge and will notify you of any changes.

Signature ____________________________________________ Date: ____________________

Witness _____________________________________________ Date: ____________________ 

