Michael L. Olson, Ph.D. Inc. P.S.

6808 220th St. S.W., Suite 204, Mountlake Terrace, WA 98043-2187, office 206 387-7100, fax 425 670-6578 

 ACCOUNT INFORMATION
PATIENT:

 Date of Birth: 

( Male ( Female


Last
First
MI

Address:
 Home Ph:(        )
OK to call? (Y (N

Street Address



 Cell Ph:(        )
OK to call? (Y (N

City
State
Zip


Email Address: 
 Work Ph:(        )
OK to call? (Y (N
Employer:
 SS#: 


SPOUSE/PARENT:

 Date of Birth: 

( Male ( Female


Last
First
MI

Address:
 Home Ph:(        )
OK to call? (Y (N
(If different)
Street Address



 Cell Ph:(        )
OK to call? (Y (N

City
State
Zip


Email Address: 
 Work Ph:(        )
OK to call? (Y (N
Employer:
 SS#: 


INSURANCE   INFORMATION

PRIMARY: 
 ID #:


Ins. Claims Address: 
 Policy/Group #:  


Subscriber Name: 
DOB
 Ins. Phone #:


Client’s Relationship to Subscriber:  ( Self  ( Spouse  ( Dependent

Subscriber’s Employer

BENEFITS:   Number of Sessions
 Deductible $
  Met? (Y (N Co-pay
  Coinsurance 

Amount covered (% or $)
  Authorization required?  ( Yes  ( No
Year: Calendar ( or Fiscal (

SECONDARY: 
 ID #:


Ins. Claims Address: 
 Policy/Group #:  


Subscriber Name: 
DOB
 Ins. Phone #:


Client’s Relationship to Subscriber:  ( Self  ( Spouse  ( Dependent
BENEFITS:   Number of Sessions
 Deductible $
  Met? (Y (N Co-pay
  Coinsurance 

Amount covered (% or $)
  Authorization required?  ( Yes  ( No
Year: Calendar ( or Fiscal (

MEDICAL INFORMATION

Referred by: 

Primary Care Phys: 


Medication: 
  Dose:
  Prescribing Dr.:

Medication: 
  Dose:
  Prescribing Dr.:

Medication: 
  Dose:
  Prescribing Dr.:

 FINANCIAL AGREEMENT

I authorize my insurance benefits to be paid directly to the provider.  I acknowledge that I am responsible for any co-pay, coinsurance, and/or any balance due after insurance determines responsibility.  I authorize the provider to release any information required to process manual and electronic insurance claims.  I agree that I will not withhold or delay payment because of an insurance or third party involvement.  I understand that insurance company contracts with participants and providers usually include the authorization to audit cases at their discretion and without significant notification.

Payer Signature:
 Today’s Date: 



revised 07/10

