
59Linda L. Anderson, M.S., LMHC

3400 Harbor Ave SW #246
Seattle, WA  98126
206-782-7448

Client Registration Sheet

Name:








Date:

Address:







DOB:

City, State, Zip






Cell/Home Phone:

Sex:

email






message ok ____
Employer







Work Phone:

Emergency Contact:






Phone:

Insurance Company






Phone:

Address:







Subscriber










  Number:

City, State, Zip






Group Number:

Authorization #



# visits/yr

Co-pay

Deductible

Subscriber name:






Relation to patient:

If subscriber different than client, please complete the following

Subscriber Address:






Subscriber DOB

City, State, Zip






^Subscriber SSN

^NOT REQUIRED EXCEPT BY SPECIFIC INSURANCE POLICIES.
PLEASE SEE, READ, COMPLETE AND SUBMIT THE FOLLOWING FORMS THAT EXPLAIN OFFICE POLICIES AND PROCEDURES, PAYMENT INFORMATION, CLINICAL APPROACH, AND YOUR RIGHTS:

*Authorization for Treatment Ability to Pay/Fee Determination

*Disclosure Statement/Office Policies

*Telehealth Consent

*Privacy Policy

*Medical Necessity Criteria or Review

* Good Faith Estimate for Private Pay Clients

I UNDERSTAND AND AGREE THAT I AM RESPONSIBLE FOR ALL FEES, CO-PAYS, DEDUTIBLES AND THAT IF MY SERVICE IS NOT COVERED BY INSURANCY (SEE SPECIFIC POLICY WITHIN DISCLOSURE FORM) OR THAT I CHOOSE NOT TO USE INSURANCE, THAT I AM RESPONSIBLE FOR THAT FEE.

The above information is true to the best of my knowledge.  I understand that I am responsible for charges associated with services provided by Linda L. Anderson, M.S., LMHC, co-pays, deductibles and fees declined by the insurance company, and agree to pay all bills within 30 days from receipt of statement, unless other arrangements are made.  I am responsible for all co-pays, deductibles and fees declined by the insurance company.  I authorize Linda L. Anderson, M.S. to release any information needed to process insurance claims, including medical records or billing information.  If specific information is required from my record, I will be informed and have opportunity to decline release.  I also authorize my insurance company to make payment directly to Linda L. Anderson, per her office policy. Linda L. Anderson does not bill out-of-network insurance or secondary insurance.  co-pays, deductibles and fees declined by the insurance company.  I am responsible to bill insurance myself for reimbursement under specific circumstances stated in her office policy. 

________ ____________________________________________   Date: __________________
Signature Client #1

______________________________________________________ Date: ________________

Signature Client #2

_____________________________________________________  Date: ________________

Therapist Signature
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