Patient Demographic Form (New/updated)

Therapist

Patient First Name

BILLING

Ml Last Name

Street Address

City

Contact #

Primary Insurance Carrier

Secondary Insurance

Benefit Information:

Date of Birth

Date of First Consultation

Apt. #
State Zip

Fee (if out of pocket)

Primary Insurance ID#

Secondary Insurance ID#

DSM Axis |

Co-Pay (if known)

Authorization

Authorization

Send Claims To:

PracticaBilling

Phone 718 493-4785

Fax 718 493-3237



