ADVANCED BEHAVIORAL HEALTH CENTER

1799 Salk Avenue    (  Tavares, FL  32778

(352) 742-8300  (  (352) 742-8305

PATIENT INFORMATION

Patient Name:







Date of Birth:





Age:

Sex:

SS#



Guardian’s Name (if any):




Address:






City:



Zip:



Telephone:  (H)



(Cell)



 (Work)





Employer Name:







Marital Status:  
      FORMCHECKBOX 
  Never Married         FORMCHECKBOX 
 Married         FORMCHECKBOX 
  Divorced         FORMCHECKBOX 
 Single         FORMCHECKBOX 
 Other

If Married:  Spouse’s Name:





Spouse’s Date of Birth:




If a Minor:  Parent/Guardian’s Name:











Parent/Guardian’s SS#:





Date of Birth:





Address (If different from patient):









Contact in Case of Emergency:  Name:




Telephone:




Primary Insurance Company:




Name of Insured:





Identification #:



Name of Employer:







Date of Birth of Insured:


  SS# of Insured:






Secondary Insurance Company:



Name of Insured:




Name of Employer:













Identification #:



Name of Employer:








Date of Birth of Insured:


  SS# of Insured:






Referred By:






Primary Care Physician:




Pharmacy:  Name:





Telephone:






PATIENT AUTHORIZATION (PLEASE READ AND SIGN)
I ACKNOWLEDGE I AM FINANCIALLY RESPONSIBLE FOR ANY SERVICES RENDERED BY THE CLINICIANS AT ADVANCED BEHAVIORAL CENTER.  IF INSURANCE IS TO BE FILED, I AUTHORIZE THE RELEASE OF MEDICAL INFORMATION NECESSARY TO PROCESS CLAIMS FOR SERVICES PROVIDED.  I FURTHER AUTHORIZE THE RELEASE OF MEDICAL BENEFITS TO A.B.H.C.  A COPY OF THIS AUTHORIZATION MAY BE USED IN PLACE OF THE ORIGINAL.

Signature:









Date:




LT Form006

Confidential and Privileged.  For Professional Use Only.


