Piedmont Psychiatric Associates

Patient Information Sheet / Application for Treatment

Date _____/____/____








Chart # ________________ 

Name: Last _____________________________________ First ______________________ Middle ______________________

Street Address: _______________________________________________ APT # ______________ PO Box _______________ 

City: ______________________________________________ State _______________________  Zip Code: ______________ 

Home Phone: (      ) _______________ Work Phone: (      ) __________________ Cell Phone: (      ) ______________________ 

Date of Birth _____/____/____
Age: _______   SSN#: _______-______-_______

Employer: ________________________________________  Employed:   Full Time ⁭   Part Time ⁭    Disabled ⁭    Retired ⁭    N/A ⁭
Employer’s Address:  City: ________________________________________ State ______________  Zip Code: _____________ 

Sex: Male ⁭   Female ⁭   Marital Status:  Single ⁭   Married ⁭    Divorced ⁭   Widowed ⁭    Separated ⁭   Student: Full Time ⁭   Part Time ⁭    
Primary Care Physician: _________________________  Phone: (      ) ________________ Fax (      ) ______________________

Primary Care Physician’s Address:  City: ___________________________________ State ____________  Zip Code: _________

Referring Physician: _____________________________  Phone: (      ) ________________ Fax (      ) ______________________

Referring Physician’s Address:  City: ______________________________________ State ____________  Zip Code: _________

Check one: Spouse ⁭ Parent/ Guardian ⁭    Are you the financially responsible party?  Yes ⁭   No ⁭
Name: Last _____________________________________ First ______________________ Middle ______________________

Street Address: _______________________________________________ APT # ______________ PO Box _______________ 

City: ______________________________________________ State _______________________  Zip Code: ______________ 

Home Phone: (      ) _______________ Work Phone: (      ) __________________ Cell Phone: (      ) ______________________ 

Date of Birth _____/____/____
Age: _______   SSN#: _______-______-_______

Employer: ________________________________________  Employed:   Full Time ⁭   Part Time ⁭    Disabled ⁭    Retired ⁭    N/A ⁭
Debit/Credit Card to be kept on File: ____________________________________________  Expiration Date: _____/____/____
Insurance Information
PRIMARY Insurance Carrier: _______________________________________________________________________________

Insurance Carrier’s Address:  City: ________________________________________ State ___________  Zip Code: __________

Effective Date: _____/____/____   Policy # ________________________________

Group #: __________________________________________________  Employer: _____________________________________

Guarantor Name: (Name insurance is in) Last ________________________________ First _______________ Middle _____________
Date of Birth _____/____/____       Relationship of Patient to Guarantor: Self  ⁭   Spouse ⁭    Child ⁭    
SECONDARY Insurance Carrier: _______________________________________________________________________________

Insurance Carrier’s Address:  City: ________________________________________ State ___________  Zip Code: __________

Effective Date: _____/____/____   Policy # ________________________________

Group #: __________________________________________________  Employer: _____________________________________

Guarantor Name: (Name insurance is in) Last ________________________________ First _______________ Middle _____________
Date of Birth _____/____/____        Relationship of Patient to Guarantor: Self  ⁭   Spouse ⁭    Child ⁭    
PLEASE COMPLETE PAGE 2 OF THIS FORM

Piedmont Psychiatric Associates
Authorization for Treatment

My signature below indicates my consent for treatment as prescribed by Piedmont Psychiatric Associates.

Release of Information
I hereby authorize the release of any information in the course of my examination and /or treatment to the following:
1. My insurance company for reimbursement purposes.

2. The billing service in order to bill for services rendered.

3. My referring physician:
Yes ⁭   No ⁭   
4. My Primary Care Physician:
Yes ⁭   No ⁭   
I understand that my records are protected under Federal regulations governing confidentiality of Alcohol and Substance Abuse patient records, 42 CFR Part 2, and cannot be disclosed if checked “no”.  I also understand that I may revoke this consent at any time.

Primary Care Physician: __________________________________________________________________________

Primary Care Physician’s Address: __________________________________________________________________

PERSON TO NOTIFY IN CASE OF EMERGENCY
Name: __________________________________________________________________ 

Home Phone: (       ) ____________ Work Phone: (       ) ____________ Cell Phone: (       ) ____________ 

Assignment of Benefits
I hereby authorize the payment of medical benefits to Piedmont Psychiatric Associates.  I also understand that I will be expected to pay the co-payments or deductibles at time services are rendered.  I further agree to pay any amounts no covered by my insurance company(s).  I understand that it is my responsibility to pay any unpaid balance to my account if payment is denied for any reason by my insurance company(s) or workman’s compensation.  The patient (or responsible party) remains No Show” (missed appointment) charge is $70.  “Late cancellation: (less than 24 hours) charge is $50.  We are not responsible for medication(s) approval if required by your insurance.
MY SIGNATURE BELOW INDICATES MY CONSENT FOR TREATMENT, RELEASE OF INFORMATION AND ASSIGNMENT OF BENEFITS.
Signed : ___________________________________________  Date: ____________________

Please check method of payment for today’s service regarding co pays/deductibles:

Cash ⁭   Check ⁭    Bank Card ⁭    
Piedmont Psychiatric Associates - Phone (336) 766-0505







Page 1 of 2

