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[bookmark: _GoBack]Client Demographic and Insurance Information

Date:  ______________________


Child’s Full Name: ___________________________________________   Preferred Name: ________________________
Date of Birth: ____________________________        Age:  __________    Gender(circle):   M     F    Prefer not to answer 
Home Address (street):  ______________________________________________________________________________
City:  ___________________________________________     State:   _____________         Zip:   ___________________
Phone:   ____________________________________                   (circle)      HOME           CELL            OTHER
Phone:   ____________________________________                   (circle)      HOME           CELL            OTHER


PARENT(S)/GUARDIAN(S)


-Parent/Guardian Name:   _______________________________________   Relationship to child:  __________________
Address (If different from child):   
Street:  ___________________________________________________________________________________________
City:  ___________________________________________     State:   _____________         Zip:   ___________________
Phone:   __________________________________________                   (circle)      HOME           CELL            OTHER
Email:   ________________________________________________________________________

-Parent/Guardian Name:   _______________________________________   Relationship to child:  __________________
Address (If different from child):  
Street:  ___________________________________________________________________________________________
City:  ___________________________________________     State:   _____________         Zip:   ___________________
Phone:   __________________________________________                   (circle)      HOME           CELL            OTHER
Email:   ________________________________________________________________________






PRIMARY INSURANCE:
Insurance Company Name: ___________________________________________________________________________
(circle):             HMO              PPO              OTHER             N/A
Member/ID #:  ___________________________________________   Group #:  _________________________________
Insurance effective date (date coverage began):  __________________________________________________________
Child’s relationship to the Primary Subscriber/Policyholder (circle):                  CHILD                 SELF                OTHER
Subscriber/Policyholder Name (If other than CHILD):  ______________________________________________________  
Subscriber/Policyholder Date of Birth (If other than CHILD):  _________________________________________________
Is this Insurance plan through an Employer?                 YES                    NO     
If YES, name of Employer:  __________________________________________________________________________
Is this Insurance plan through (circle if applicable)?:               MEDICAID                        COBRA

SECONDARY INSURANCE (if applicable):
Insurance Company Name: ___________________________________________________________________________
(circle):             HMO              PPO              OTHER             N/A
Member/ID #:  ___________________________________________   Group #:  _________________________________
Insurance effective date (date coverage began):  __________________________________________________________
Child’s relationship to the Primary Subscriber/Policyholder (circle):                  CHILD                 SELF                OTHER
Subscriber/Policyholder Name (If other than CHILD):  ______________________________________________________  
Subscriber/Policyholder Date of Birth (If other than CHILD):  _________________________________________________
Is this Insurance plan through an Employer?                 YES                    NO     
If YES, name of Employer:  __________________________________________________________________________
Is this Insurance plan through (circle if applicable)?:               MEDICAID                        COBRA


I, ___________________________________, authorize the release of insurance benefit coverage information, payment information, and any necessary confidential medical information to Northshore Autism Center, LLC.


_______________________________________________________________	            ________________________
Signature of Parent/Guardian									            Date 


Return completed form, copy of both sides of insurance card, and diagnostic evaluation to secure a spot on our waiting list.
Email: info@northshoreautismcenter.com
Northshore Autism Center, 800 Jackson Avenue, Mandeville, LA 70448
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