CHILD INTAKE FORM 

KIDSWORK
104 North 16th St, Lewisburg, Pennsylvania 17837

Patient:________________________ M / F   
   ______________     __________   ___________
                                                                                    Birth date


Home Phone    Cell Phone
Patient address:_________________________________________________________________
                                       
_________________________        ____________________  _____________________________
Parent(s)’ name                                    Ref. physician                      E-mail
______________________________________________________________________________

PRIMARY Insurance Company Name/Address
        (Please Print)

(PRIMARY) Group#  __________________    Insured I.D.#______________________________

Guarantor: __________________________________
Birth date:________ 

______________________________________________________________________________

SECONDARY Insurance (if applicable)/Address       (Please Print)

(Secondary) Group#______________________ Insured I.D.#_____________________________

Guarantor: ___________________________________
Birth date:________ 

*Signature of Patient, (Parent/Guardian—for patients under 18 yrs of age)—Serves as a release of information of patient’s therapy records to the insurance company and guarantees payment in the event of denial by insurance.

Signed: _____________________________________________________________

                    Patient (Parent/Guardian—when applicable)               Initial                        Date

*I have received/reviewed a copy of the Notice of Privacy Policy for Kidswork
      Signed: _____________________________________________________________

                    Patient  (Parent/Guardian—when applicable)                                              Date                                                                                                     

	Office Use only

Provider:______________________________                            Diagnosis code:____________________

Provider:______________________________                            Diagnosis code:____________________

Benefit/Copay/visits_____________________________________________________________





paPARENT REVIEW Q6M Jan/July


SiInitial/Date


July 2009___________	Jan 2011___________ 	July 2012____________





Jan 2010____________	July 2011___________	Jan 2013_____________


	


July 2010___________	Jan 2012____________	July 2013____________








Child-Intake January 2010

