
HYGEIA COUNSELING SERVICES

DEMOGRAPHIC & FINANCIAL INFORMATION SHEET (Regular Version)

Demographics:

NAME:____________________________________

LIVING ADDRESS:___________________________________________________________

CITY:_________________ STATE:___________ ZIPCODE:_______________

EMAIL:__________________________(For appointment scheduling and administrative matters – not counseling)

MAILING ADDRESS:___________________________________________________________

CITY:_________________ STATE:___________ ZIPCODE:_______________

HOME PHONE:______________________ WORK PHONE:________________

EMERGENCY CONTACT PERSON:__________________________________(Required for Medicaid)

EMERGENCY CONTACT  PHONE NUMBER:__________________________(Required for Medicaid)

PRIMARY CARE PHYSICIAN (PCP):_________________________________(Required for Medicaid)

PCP PHONE & ADDRESS:__________________________________________(Required for Medicaid)

____________________________________________________________________________________

FINANCIAL:

GROSS FAMILY INCOME: $___________

SOURCE OF INCOME (circle): Employment(Self) Employment (Spouse)
Workmen’s CompensationUnemployment
Child Support SSI SSDI Alimony

MARITAL STATUS (circle): Never Married Married Separated
Divorced Widowed

APPLICANT:
OCCUPATION:___________________ EMPLOYER:__________________

ADDRESS:______________________________________________________________

PHONE:_____________________________________________

SPOUSE:
OCCUPATION:___________________ EMPLOYER:__________________

ADDRESS:______________________________________________________________

PHONE:_____________________________________________



OTHER INSURANCE (OPTIONAL):
Michael Reeder ("Hygeia Counseling Services") only accepts Maryland Medicaid.  Services are frequently partially reimbursable if you have other  
insurance with out-of-network benefits.  We will provide you with a monthly statement upon request which you may submit to your insurance for direct  
reimbursement to yourself.  The following information will help us provide you with a statement more likely to be accepted by your insurance company for  
reimbursement.  You may elect to forgo filling this section out and simply pay out-of-pocket.

Things we need:

Photocopy of insurance card -- front and back:_______(check if provided)  

Insured's full name (spouse or parent if you are on someone else’s insurance)

________________________________________________________________________

Insured's date of birth:______________________________________________________

Insured's ID number:_______________________________________________________

Insured's employer:________________________________________________________

Insured's address and phone number if different from yours:

___________________________________________________________________________

Is there a secondary health benefit plan?:__________________________________________

Your date of birth:_____________________________________________________________

Your ID number:______________________________________________________________

Your address:

____________________________________________________________________________

Your phone number:___________________________________________________________

Things you need to know (for your own peace of mind):
1) Confirm you have out-of-network coverage
2) Do you need a referral?
3) Do you need a pre-authorization to start seeing someone? (If yes, will they backdate it to the first time we see each 
other?)
4) Do you have a deductible and have you met it?
5) What is your co-pay?
6) What is the "reasonable amount" (or “usual and customary charge”) that the insurance company deems adequate pay for a 
therapy session?  So if you have met your deductible, your co-pay is $15, and the "reasonable charge" for a therapy session 
is $65, then you would pay $140 and get back $50 from insurance ($65-$15).

I certify that the information given is accurate to the best of my knowledge.  I understand that I am financially responsible to Michael Reeder (TA Hygeia  
Counseling Services) for services rendered..  I understand that payment is due at time of service unless prior arrangements have been made, and that  
services may be discontinued if payment is not made. 

____________________________________________ ___________________
Client Signature Date
Version 01/02/11


