Inland Psychiatry and Psychology
906 W. Second Ave., Suite 600

Spokane, WA 99201-4539

Phone: 509-458-5889   Fax: 509-624-1216
ADULT PATIENT REGISTRATION FORM

Date: _____________________

PATIENT INFORMATION

Name (First,MI,Last) ___________________________________________ Social Security # ______________________
Address _______________________________________________ City _________________ State _____ Zip _______
Date Of Birth _________________ Age _______  Male ____ Female ____ How Long Have You Lived Here? _________
Home Phone _____________________________  May We Call You At Home?  Yes ____ No ____

Work Phone ______________________________ May We Call You At Work?  Yes ____ No ____

Cell Phone _______________________________  May We Call You On Your Cell?  Yes ____ No ____

Driver License # _______________________  What is your email address? ___________________________________
Occupation ______________________________ Employer ________________________________________________
How Long At This Occupation? _________ How Long At Present Job? ____________ Highest Grade Completed ______

Birthplace _______________________________ Religion _______________________ Military Service______________

Marital Status: Single ____ Married ____ Widowed ____ Divorced ____ Separated ____ Other ____

If You Were Married Previously, Give Date ____________ Who Referred You To Our Practice? ____________________
Who Is Your Primary Care Provider Or Other Physician To Coordinate Care With? _______________________________
May We Provide Them With Information About Your Visit? Yes ____ No ____

Who Should We Contact In Case Of Emergency? Name ____________________________  Phone _________________

Spouse Name _____________________________________ Address ________________________________________
Employer _____________________________ Occupation__________________ Social Security # __________________

Home Phone __________________________ Work Phone ______________________ Cell Phone _________________

Date of Birth _______________________
Your Appointment Is On ______________________________ at ___________ AM/PM with _______________________
PLEASE COMPLETE ENTIRE FORM – FRONT AND BACK – THANK YOU
Patient’s Primary Insurance Information: (We Will Need to Copy Your Card)

Insurance Company Name ____________________________________ ID # __________________ Group # _________

Subscriber’s Name ____________________________ Date Of Birth ____________ Social Security # _______________

Address (If Different From Patient) ____________________________________ City ____________ State ___ Zip _____
Home Phone ____________________ Work Phone _____________________ Cell Phone ____________________

Patient’s Relationship To Insured (Circle One):    Self / Spouse / Child / Other

Patient’s Secondary Insurance Information: (We Will Need to Copy Your Card)

Insurance Company Name ____________________________________ ID # __________________ Group # _________

Subscriber’s Name ____________________________ Date Of Birth ____________ Social Security # _______________

Address (If Different From Patient) ____________________________________ City ____________ State ___ Zip _____

Home Phone ____________________ Work Phone _____________________ Cell Phone ____________________

Patient’s Relationship To Insured (Circle One):    Self / Spouse / Child / Other
All co-payments will be collected at the time of service.  If you do not have insurance, payment is expected the time of service.  We offer a discount if you pay upon check-in and accept Visa or MasterCard.
It is up to you to provide us with all information necessary to bill your insurance company. We do not guarantee payment. You will be responsible for payment of all services not covered by your insurance company.  We will not bill your insurance company if you are seeing an out-of-network provider; you will be responsible for payment at the time of service. We can however, provide you with an invoice which contains all the necessary information for you to submit a claim to your insurance for reimbursement. If you know your deductible has not been satisfied for the year, please pay at the time of service. We will bill your insurance company to give you credit for the allowable amount toward your deductible. 
Delinquent Accounts: All accounts are due and payable within 30 days of services rendered.  A late fee charge of $10.00 per month will be assessed on unpaid accounts over 31 days (regardless of the balance). Unless a payment schedule has been arranged, accounts left unpaid after 90 days will be turned over to an agency for collection.  A $25.00 return check fee applies to any check returned by the bank.

WE HAVE A 24 HOUR CANCELLATION POLICY.  IF YOU MUST CANCEL YOUR APPOINTMENT, PLEASE GIVE US 24 HOURS NOTICE.  IF YOU CANCEL YOUR APPOINTMENT LATE OR DO NOT SHOW UP, YOU WILL BE CHARGED IN FULL FOR THE APPOINTMENT.  YOUR INSURANCE COMPANY CANNOT BE BILLED FOR THE CHARGE.
ACKNOWLEDGMENT:  I have read the above policy statement and understand that regardless of any insurance coverage I may have, I am responsible for payment of my account in a timely manner.  I agree that in the event that costs and/or fees are incurred in connection with collection of my account, I will pay all such costs and fees, including but not limited to collection costs, attorney fees and all court costs.
AUTHORIZATION TO PAY BENEFITS TO THE PROVIDER: I hereby authorize payment to my insurance company directly to my individual provider or employees of Inland Psychiatry and Psychology. I also give Inland Psychiatry and Psychology permission to appeal any denied claims on my behalf.

AUTHORIZATION TO RELEASE INFORMATION: I hereby authorize Inland Psychiatry and Psychology and/or my individual provider to release to my insurance company any and all information they may require concerning my care.

I am the guarantor for the following individual (and for whom I give Inland Psychiatry and Psychology or my individual provider permission to treat).  
________________________________________________________        _______________ 
                           Patient (Guarantor) Signature                                                       Date
________________________________________________________        _______________

                      Print Patient (Guarantor) Name

                                           Date

________________________________________________________
     _______________

                                         Witness                                                                            Date
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