SpringHaven, Inc.
BILLING INFORMATION FOR MINORS

CHILD’S NAME: _____________________________________  BIRTHDATE: ________________

ADDRESS: ________________________________________________________________________



street address




city

state

zip

PHONE NUMBER: _______________________________                GENDER:  F   M  (circle one)

**************************************************************************************************

MOTHER/GUARDIAN NAME: _______________________________________________________  

EMPLOYER: _______________________________________ WORK PHONE: _________________



May we contact you at work? Yes  ____ No ____
FATHER/GUARDIAN NAME: ________________________________________________________ 

EMPLOYER: _______________________________________ WORK PHONE: _________________



May we contact you at work? Yes  ____ No ____
************************************************************************************************** Note: In the case of divorce, SpringHaven will need a copy of the custody arrangements for your child. 

Do you have: shared custody? _____; sole custody? ____; (please check one where applicable)

OTHER PARENT: __________________________________________________________________

ADDRESS: _______________________________________________ PHONE #: _______________



street address

city

state
zip

**************************************************************************************************

DOCTOR’S NAME: ________________________________________________________________________
REFERRED BY: _____________________________________________ May we thank them? yes ___ no ___
**************************************************************************************************

EMERGENCY CONTACT: _________________________________ PHONE #: ________________

I WILL BE PAYING TODAY BY:  (    ) CASH     (   ) CHECK

INSURED PARTY: _________________________________ BIRTHDATE: ______________


INSURANCE CO.: ____________________________________________________________


CLAIMS ADDRESS: __________________________________________________________


INS. CO. PHONE: __________________________ POLICY #: ________________________

MEMO OF UNDERSTANDING: 

I understand that the hourly rate for the requested services is $130 for the initial visit and $110 per therapy session thereafter. I understand that regardless of my insurance status, I am ultimately responsible for the balance on this account for any professional services received and that payment is due at the time of service. I have read the Financial and Cancellation policies 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: ____________________________
