Jasmine VanAntwerp, LCPC
313 W. Mendenhall, Suite #10
Bozeman, MT 59715
406-580-2243
jasmine.vanantwerp@gmail.com

1: CLIENT INFORMATION: 

Name(s):________________________________________________________________ Gender Identity: ___________________________

Mailing Address:______________________________________________________________________________________________________

City:___________________________________________________State:___________ Zip Code:__________________

Telephone: (home)________________________________________May I call you at home? Yes_______ No________

	         (work)________________________________________ May I call you at work? Yes _______ No________

May I send you confidential text messages? Yes ________ No _________  Cell Phone: ____________________________

E-mail: _______________________________________________ May I send confidential emails? Yes _______ No ________

Date of Birth: _____________________ 

Occupation: ______________________________________________ Employer: __________________________________________

Emergency Contact: _______________________________________________ Phone #: _________________________________


2: RESPONSIBILITY FOR ACCOUNT:
 
Name: _____________________________________________________________ Relationship to Client: _______________________

Mailing Address (Street, Apt) __________________________________________________________________________________

City: ___________________________________________ State: ______________________ Zip Code: _________________________

Telephone: (home) ___________________________________________ (cell) __________________________________________

PAYMENT POLICY: 
I provide a service to clients with insurance coverage by filing claim forms from my office. I ask that you pay co-insurance at the time of service. For those with no insurance coverage, I ask that you pay session charges at the time of service. Should an account remain unpaid or default, it may be sent to collection and the client and/or guardian will be responsible for all legal costs in addition to the balance. If you have concerns regarding payment or changes in insurance, please discuss this with me. 


3: INSURANCE INFORMATION:

Company Name: _________________________________________________ Address: _____________________________________

Policy #: __________________________________________________ Group #: ____________________________________________

Insured’s Name: ___________________________________________ DOB: __________________________________


For payment, including copay and deductible please provide a payment method below, including debit, credit, or HSA. 

Name on Card: ________________________________________________________________ Card Type: __________________________

Card Number: _________________________________________________________________ Expiration: __________________________

CVC:  ________________________  Zip Code: _____________________________

If you would like a receipt emailed to you, please provide below: 

________________________________________________________________________________________________________________


[bookmark: _GoBack]The above information is true to the best of my knowledge. I authorize the release of any medical information necessary to process my insurance claims. If my claims are filed by this office, I authorize direct payments to my therapist. 


Signature: ______________________________________________________________________ Date: _____________________________

