[bookmark: _Hlk41804902]Client Demographic and Information Form
Chaitanya Counseling Services, P.A. 
51 Newark Street, Suite 202, Hoboken, NJ 07030
201-659-3060

PLEASE NOTE: The following information is required before we can bill your insurance company for you to be reimbursed. Couples and/or family counseling requires each participating client to fill this form out separate and apart from other family members. Please complete all Sections and sign Sections 5 & 6. Please send this form and clear copies (or clear photos) of the front and back of your insurance card(s) for billing purposes to: chaitanyabilling@yahoo.com
Section 1 – Client Information
[bookmark: _Hlk41832623]Name: 	
Date of Birth:  	
Street Address: 		
[image: ]  	State: 	Zip:  	

Home Phone:  		 
Cell Phone:   	
May We Leave A Message?  Yes	No
  
   Email Address:  		 
May We Email You?  Yes	 No

[image: ]Gender:   Male 	  Female	 Other

Type of Counseling you are receiving:   Individual     Marriage/Couples    Family  
If Client is Policy Holder Skip to Section 3
If Client Is Not Policy Holder Please Fill in Section 2

Section 2 • Policy Holder Information

Policy Holder Name: 	
Policy Holder Date of Birth:  			 
Policy Holder Address: 		City: 	State: 	Zip:	 Policy Holder Gender:   Male    Female    Other 
Policy Holder Relationship to Client:   Spouse    Child    Parent    Other 


Section 3 – Insurance Information

Insurance Company Name:   		                 
Client/Member/Subscriber ID#:  	 Group #:  		 

Do You Have Secondary Insurance?   Yes    No
If Yes, Please Complete Section 4[image: ] (Secondary Insurance) & 5 (Client Signature)                                                                                                                       If No, Please Complete Section 5 (Client Signature)

      _______________________________________________________________________________________

Section 4 – Secondary Insurance Information
Policy Holder Name:  	

Policy Holder Date of Birth:  	
Policy Holder Relationship to Client:   Self    Spouse    Child    Parent    Other 

Insurance Company Name:  		        Client/Member/Subscriber ID#:    		        
Group #:  	
_______________________________________________________________________________________

Section 5 – Client Signature

Client Name (print):  	

Client Signature: 	Date:  	

Please note that any failure to fill out this form in its entirety may result in the delay of reimbursement
_______________________________________________________________________________________


Section 6 – Cancellation Policy Acknowledgement
24 Hour Cancellation Policy

We require 24 hours’ notice if you need to cancel your session. With enough notice, we are able to offer cancelled appointment spots to clients who may be waiting for an opening. We recognize that sometimes you may not be able to give 24 hours’ notice due to unanticipated circumstances. For this reason, we will only charge 50% of your usual fee for the first cancellation that occurs with less than 24 hours’ notice. For all further cancellations that occur without the required notice, you will be charged the full session fee.
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Client Signature: 	Date:  	
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