PATIENT: _________________________________________ ____________      BIRTH: _____/______/_________

                      (FIRST)                                            (MI)                      (LAST)                                                             mo         day         year                                     
ADDRESS: ________________________________________________________________ ZIP_____________
 Home: (          ) __________________________    Work: (          ) __________________________  Ext: ______ 
 Cell:  (         ) ____________________________   E Mail**: ___________________________________________  
INSURANCE:_________________POLICY #:_____________________________  SS#:_____________________
PHARMACY:________________________  Address or Phone___________________________________________
INSURED:_SELF  or __SPOUSE/ PARTNER/ PARENT (Name):_______________________________________
SECONDARY INSURANCE:_________________________________________________________________

EMERGENCY CONTACT:_____________________________________________________________________
FINACIAL AGREEMENT:  I agree to be responsible for payment if my insurance denies payment because I have exhausted my mental health benefit or incorrect insurance information is furnished. 
I am also responsible for payment when I fail to notify the office of any change of coverage and this failure results in non-payment by my insurance because of the time delay in filing the claim.
I understand that my insurance carrier CANNOT be billed for missed appointments.  I will be responsible to pay $85 unless 24 hour advance notice is given.  (You will not be billed if you cancel on short notice and the time is utilized by another person.)
In signing below, I authorize direct payment by my insurance carrier to Dr. Bergman for all services rendered.  I agree to the use of my credit card for billing purposes (Outlined above & on website)
Credit Card #_____________________________________  Exp:________  Security Code______
___I understand that Dr. Bergman’s HIPAA policy is posted on his website, made available during live registration and a hard copy is available upon request.

___ I am consenting to use of email. I have/will read email policy on Dr. Bergman’s website.
___ I give permission to Dr. Bergman to communicate with my therapist, PCP or other MD’s in order to coordinate my care.  
Therapist’s Name & Number: ___________________________________________________________________

PCP or other MD: _____________________________________________________________________________
___________________________________________________      _________________________
Signed                                                                                                  Date

