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                   Ann Davis Roland, Ph.D., LMFT

Psychological Consultants of Marietta, PC

21 Trammell Street, SW Marietta, GA 30064
(770) 420-9448     
www.pcmarietta.com

CLIENT INFORMATION FORM
Today's date: _____/______/_________

Your name: ___________________________________________________________________

                      Last                                                                                   First                                                                              Middle Initial     

Date of birth: ____________________   Social Security #: _____________________________

Home street address: ___________________________________________________________ 

City: _______________________________________ State: _______Zip: __________________

Home Phone: _________________________ Work Phone: ___________________________

Cell Phone: _____________________    
   Calls will be discreet, but please indicate any restrictions: _______________________________

Please CIRCLE which phone number you prefer we use to call you.

To be compliant with HIPAA please list the email address that you wish for us to use to correspond with you.  By listing your email address, you are providing your permission for us to correspond with you via this address.

Email: _____________________________________________________

Referred by: ___________________________________________________________________

Person(s) to notify in case of any emergency: _______________________________________

                                                                                                                           Name                                                                                    Phone

Who is your primary care physician? _______________________________________________

Relationship Status:

 FORMCHECKBOX 
  Single
 FORMCHECKBOX 
  Married:    Spouse’s Name ___________________________________

 FORMCHECKBOX 
  Separated
 FORMCHECKBOX 
  Divorced
 FORMCHECKBOX 
  Other _______________________

Primary Insurance Information
Behavioral/Mental Health coverage provided by: ____________________________________

(This information will be listed on your insurance card)

Authorization number for this service: ______________________________________________

Copay amount: $______   Coinsurance percentage (%): ______    
Deductible Amount: Individual: $___________           Family: $____________
Name of Policy Holder _________________________________________ DOB
 /
/

Relationship to patient _____________________________ SS# _____________________

Member ID# ____________________________________   Group# ________________

Employer ___________________________________

Secondary insurance coverage?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 

If Yes, Name: ______________________________________ Phone #________________

Member ID# ____________________________________   

Person Responsible for Bill: 
Name_______________________________________________ DOB___________________

Address_________________________________________________ 

City, State, Zip ________________________________________________________________

Telephone Numbers:  Home _________________ Work: _________________

