
                                         PATIENT INFORMATION SHEET  

                                                           Laurie Kimmel LMSW

Patient Full Name: _____________________________________________________________ 

Birth Date_______________ Gender:   M ___  F ___       cell phone_____________________ 

Relationship to Insured:  SELF ___Spouse____Dependent ___ Work Phone______________ 

Address ______________________________________________________________ 

City _________________________________ State_________________ Zip __________ 

Email address________________________________________ 

PLEASE INCLUDE A COPY OF  THE INSURANCE CARD(S) FRONT AND BACK 

INSURANCE CARRIER INFORMATION 

Name of Primary Insurance Carrier: ____________________________________________________________ 

Insured Name (subscriber/employee)_____________________________________________________________ 

Insured’s ID# (front of card) _____________________________________      Group #____________________ 

Insured’s Address: ____________________________________________________________________________ 

City _______________________________State _______________________  Zip _______________ 

*** Card holder’s date of birth ____________________________ PHONE______________________________ 

                                                  SECONDARY CARRIER INFORMATION 

Name of Secondary Insurance Carrier ____________________________________________________________ 

Insured’s Name _______________________________________________________________________________ 

Insured’s ID# (front of card) _________________________________________ Group# ____________________ 

*** Card holder’s date of birth______________________________    PHONE____________________________ 

IN CASE OF AN EMERGENCY, I AGREE THAT ANY NECESSARY INFORMATION 
MAY BEC PROVIDED TO: 

Name_____________________________________________ Relationship______________________________ 

Address___________________________________________________ Phone:___________________________ 

City, State, Zip______________________________________________________________________________ 

By typing your name on the line below I am agreeing that I have read, understood, and agree to the 
items contained in this document. 

__________________________________                              ____________________ 
Signature of responsible party                                               Date 
                                                         
                                                                                             
1/11/15, 11/20 
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