Sakinah Y. Rasheed, Ph.D., Psy.D.

Registration / New Patient Information

Patient’s 




If Minor,

Name:





Parent/Guardian:






Patient’s DOB:  

/
/
  
Sex:  M / F
Marital Status:  S M W D

Address:






Home Phone#
(      )









Email:

            
       Cel#  (      )





(City, State, Zip)

SS#: 




If patient is student,  student status:          FT
      PT


(Insured SS#, if minor or dependent)

Employer:




Employer’s Phone#:





Spouse’s Name:


    Spouse’s Employer:

   Spouse’s Ofc Phone:



You were referred by:





Phone#:





Emergency contact person: 




Phone#:





Patient’s relationship to the insured: 






Primary Insurance Company: 



Insured’s Name:




ID#



Insured’s DOB: 


Group/Acct#:




Claims Address: 












Is there any secondary insurance?  Y N   If yes, Insured’s Name: 


DOB:



Name and address of secondary insurance: 









Insurance Phone #


 ID#


Group/Acct#




I understand that I am financially responsible for any charges not paid by insurance including any Medicare Reductions & balances after insurance payments.  Interest will be charged on all unpaid balances at the rate of 1.5% per month.  Should the account be referred to an attorney or collection agency, I shall pay reasonable attorney’s fees & collection expenses.  A 24-hour notice of cancellations is required.  There will be a $150 charge for a missed appointment, and a $75 charge for late cancellations (without 24 hours notice).

Assignment of Benefits:
I authorized payment of medical benefits to Sakinah Y. Rasheed, Ph.D., Psy.D., for all professional services rendered.  Release of Information:  I authorize the release of any medical information needed to process this claim.

Signature






Date          /
/
  

