	University Psychological Services Association, Inc.

	1020 Woodman Drive, Suite 225, Dayton, OH  45432

	937-254-9210       FAX 937-254-9267

	Larry C. James, Ph.D., ABPP, President


PATIENT REGISTRATION FORM

	PATIENT NAME -

	Address
	Birth date

	City
	SSN

	State
	Sex     M [  ]   F [  ]

	Zip Code
	Marital Status     Single[ ]        Married [ ] 

	Home phone number
	                             Divorced [ ]  Other [ ]

	Work phone number
	Referring Physician

	Emergency Contact
	Emergency Contact Phone #

	PRIMARY INSURANCE COMPANY -

	Policy Holder Name
	Relationship to patient Self [ ] Spouse [ ] 

	
	                                      Child [ ] Other [ ] 

	Social Security Number
	Policy Identification #

	Birth date
	Group Identification #

	Sex  M [  ]    F [  ]
	Effective date of policy

	Employer
	Insurance phone number

	SECONDARY INSURANCE COMPANY -

	Policy Holder Name
	Relationship to patient Self [ ] Spouse [ ] 

	
	                                      Child [ ] Other [ ] 

	Social Security Number
	Policy Identification #

	Birth date
	Group Identification #

	Sex  M [  ]    F [  ]
	Effective date of policy

	Employer
	Insurance phone number

	BILLING INFORMATION - Amounts not paid by insurance should be sent to:

	Name
	Home phone

	Address
	Work phone

	City
	Employer

	State
	

	Zip Code
	

	Consent to Treat and Authorization for Release of Billing Information

	Please read completely and sign.  Services may be withheld if not signed.


I recognize the need for mental health care and consent to services as ordered by my psychological provider.  I hereby authorize the release of any psychological and medical information necessary from the University Psychological Services Association, Inc. (UPSA, Inc.) for insurance claim submission and/or payments for services.  I authorize payment of psychological benefits to UPSA, Inc. for services described herein.  Regardless of my insurance benefits, if any, I understand that I am financially responsible for the fees for services rendered.  I have read the above and understand my financial responsibilities.                                                   
Signature of Patient





Date
(Parent or Guardian)







