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7400 New LaGrange Rd, Suite 404 

Louisville, KY 40222 

(502) 426-4716 




     www.frager.com 

              fragerassociates@yahoo.com
PSYCHOLOGICAL, COUNSELING & FAMILY SERVICES
GENERAL INFO

_____________________
______________________________________________________
DATE





DOCTOR SEEING TODAY
______________________________________________________________________________

FIRST
NAME


MIDDLE INTIAL


LAST NAME  
______________________________________________________________________________

STREET ADDRESS


CITY 


STATE / ZIP CODE  
__________-___________-_________________      
_____ / _____ / ________
__________________
      SOCIAL SECURITY NUMBER


BIRTHDATE


AGE  
 FORMCHECKBOX 
SINGLE  FORMCHECKBOX 
MARRIED  FORMCHECKBOX 
WIDOWED  FORMCHECKBOX 
DIVORCED _____________________________________________

         MARITAL STATUS



         SPOUSES NAME
______________________________________  FORMCHECKBOX 
FULL-TIME  FORMCHECKBOX 
PART-TIME  FORMCHECKBOX 
NOT IN SCHOOL


EMAIL ADDRESS



STUDENT STATUS 
(          )__________________________________      (          )____________________________
HOME PHONE





CELL PHONE

 ________________________________________________
    (          )____________________________
  
EMERGENCY CONTACT NAME

           

EMERGENCY CONTACT NUMBER
_____________________________________________________________________________________________



EMPLOYER NAME



EMPLOYER ADDRESS
BILLING

RESPONSIBLE FOR PAYMENT

 FORMCHECKBOX 
SELF
        


 FORMCHECKBOX 
SPOUSE


 FORMCHECKBOX 
PARENT

PRIMARY POLICY HOLDER INFORMATION 
______________________________________________________________________________
FULL NAME OF POLICY HOLDER
_____________________________________
____________________________________

INSURANCE COMPANY



RELATIONSHIP TO PATIENT

______________________________________________________________________________

STREET ADDRESS


CITY 


STATE / ZIP CODE
(          )__________________________________      (          )____________________________
HOME PHONE





CELL PHONE

________________________________________
____________________________________
MEMBER ID #





GROUP ID #


_____ / _____ / ________


   __________-___________-_________________
           BIRTHDAY




SOCIAL SECURITY NUMBER

PERSONAL INFORMATION

 FORMCHECKBOX 

Unhappy Childhood



 FORMCHECKBOX 

Guilt

 FORMCHECKBOX 

Happy Childhood



 FORMCHECKBOX 

Depression


 FORMCHECKBOX 

Alcohol Abuse



 FORMCHECKBOX 

Anxious



 FORMCHECKBOX 

Poor Self Image



 FORMCHECKBOX 

Relationship Problems

 FORMCHECKBOX 

Lack of Confidence



 FORMCHECKBOX 

Sexual Problems

 FORMCHECKBOX 

Divorce 




 FORMCHECKBOX 

Eating Disorders

 FORMCHECKBOX 

Perfectionist




 FORMCHECKBOX 

Aggressive / Violent



 FORMCHECKBOX 

Loss of Control



 FORMCHECKBOX 

Optimism

 FORMCHECKBOX 

Victim of Abuse



 FORMCHECKBOX 

Other: _____________________

State in your own words the nature of your concern:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Drugs / Medications Presently Taking:

__________________________________________________________________________________________________________________________________________________________________________________________________________________

Doctor being referred by: _________________________________________________
ASSIGNMENT AND RELEASE
· I hereby authorize professional services by Frager Associates.  I understand that I am financially responsible for this service, regardless of insurance coverage. 
· I also authorize the release of any medical information necessary to process insurance claims including electronic means, if available, and request benefits be paid to Frager Associates. 
· I also understand that it is my responsibility to notify my insurance that I will be using benefits for mental health.  I will notify them, discuss my benefits and get the proper authorization. 
· A copy of this authorization shall be as valid as the original. 
· I understand that I am responsible for my appointment time(s) and that should I not give notice of cancellation of my appointment at least 24 hours of that appointment, I will be charged a $50.00 fee for that appointment. 
Signature__________________________________  Date________________________
Signature of Parent/Guardian (if patient is a minor) _____________________________






