
                                Mindy Haber LCSW-R, CASAC 

                                               11 Marshall Road 

                                     Wappingers Falls, NY 12590 

                                     

                                 				Patient	Information	Sheet 

Today’s	Date:_______________Provider	Appointment	Date:________________	

CLIENT:____________________________________________________________	

ADDRESS:__________________________________________________________	

CITY:_______________________________ZIP:______________________	

CELL	PHONE:______________________WORK	PHONE:____________________	

HOME	
PHONE:________________________BIRTHDATE:______________________	

EMAIL	ADDRESS:_________________________________________________	

INSURANCE	COMPANY:	

_______________________________________________________________																																			

INSURED	NAME:____________________________BIRTH	DATE:____________	

INSURED	POLICY#:__________________________GROUP#:_______________	

INSURED	SS#:__________________INSURANCE	PHONE	NUMBER_____________	

SECONDARY	INSURANCE	YES____	NO_____	COMPANY:_____________________	

INSURED	NAME:______________________POLICY#:________________________	

Authorization#_______________________Referral:________________________	

Dates:______________________________Deductable:_____________________	

Visits:__________________________Copay:___________________________	

Claims	to	go:	
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