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Berkeley Therapy Institute New Patient Information
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 Insurance Policy Information (Please give your insurance card to staff to be copied):
Insurance Policy Holder and/or Financially Responsible Party Information:
      Patient is financially responsible party      
 Relationship to policy holder:    [image: image1.png]


 Child
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 Spouse            [image: image3.png]


 Other


I authorize the release of information necessary to process claims and for medical benefits be paid to BTI.

Signature








Date
I have completed this form and certify that I am the patient or duly authorized agent of the patient. I understand that I am responsible for payment of services.

Signature








Date
First Name:	MI:	Last Name:		           Email:				    Social Security #:











Mobile #:





Home #:





Other #:





Address:








City:					State:





Zip Code:





Male	 �


Female	 �


Trans	 �


Other	 �


Declined	 �





Employer:					Full Time	  �	  FT Student   �


						Part Time  �            PT Student   �


					








Date of Birth:


      /        /





*Ethnicity:			  	   *Primary Language:			   





Marital Status:





*Monthly Family Income (before taxes): circle one				  * Family size: 





$0-500	     $500-1000          $1000-1500         $1500-2000        $2000-3000         $3000-4000         $4000-5000        $>5000





*Because BTI is a non-profit community clinic, we are required to keep records on the diverse population we serve. Thank you for completing this information.





Insurance Plan Name:		        Member ID Number:		  	            Group Number:				





First Name:	MI:	Last Name:		            Date of Birth:			     Social Security #:





Address:








City:					State:





Zip Code:





Mobile #:





Home #:





Other #:









