Date_______________

Name__________________________________________________

Address_________________________________________________

_________________________________________________________

Phone numbers: Home___________________  Work__________________

			Mobile____________________

I give my permission for you to call these numbers and leave messages at these phone numbers.  ____Yes, or ____No.  If I use text messaging, I give my permission for you to contact me by text (about scheduling issues).  ____Yes, or ____No, or ___I do not use text messaging. 

Email address________________________________________                                                     Is this a ____private email account, or ____shared email account? 

Date of Birth___________________.  If the Insured is someone else, Insured’s Name 

and Date of Birth_______________________________________________________

For Insurance Billing:
If you would like me to bill your insurance company for your sessions, I will need to copy your insurance card during the appointment today so I have your Insurance ID number (for the purpose of filing claims).


Employer____________________________Occupation_________________________

Emergency contact’s name__________________________and phone 

number(s)________________________

Primary care physician’s name_______________________________________

Referred to this office by____________________________________________

If fees for my sessions are to be submitted to my insurance company, I permit 
Veronica K. Needler, L.C.S.W., to release the necessary information for the purpose of processing the claims.


Signature_________________________________________________________
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