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291 Independence Blvd • Suite 240 • Virginia Beach, VA 23462 • O: (757) 486-1807 • F: (757) 486-0901
Client Information

Full Name: ___________________________________________________________________________ 
Date of Birth: _________________________________________________________________________
□ Client is a minor    Parent Full Name: ___________________________________________________

Contact Information

Client Email Address: ___________________________________________________________________
Client Phone Number: Mobile________________________   Work/Home ________________________
□ Yes, it is ok to send text messages (including appointment reminders) to this mobile number
□ Yes, it is ok to send voice messages (including appointment reminders) to this mobile number
□ No, I don’t want text or voice messages. Please send messages and reminders via email

Mailing Address

Address: 												
City: _______________________________	____ State: _______________ Zip: 			
Phone: 							Fax: 						

About Client 

Gender Identity: ___________________________   Sex: _______________________________________
Relationship status: ________________________   Employment Status: __________________________
Preferred Language: ________________________
Emergency Contact Full Name: ___________________________________________________________
Emergency Contact Relationship: _________________________________________________________
Emergency Contact Phone Number: Mobile_________________________________________________
□ Yes, it is ok to send text messages           □ Yes, it is ok to leave voice messages
□ No don’t send text messages or leave voice messages
Emergency Contact Email Address: ________________________________________________________
□ Yes, it is ok to send messages to this email address         
□ Yes, it’s ok to send appointment reminders to this email address
□ No don’t send reminders or messages to this email address

Insurance Information

Primary Insurance Company: _____________________________________________________________ 
Member Number: ______________________________________________________________________
Group ID: __________________________________   Plan ID: ___________________________________

Secondary Insurance Company: ___________________________________________________________ 
Member Number: ______________________________________________________________________
Group ID: __________________________________   Plan ID: ___________________________________

I hereby authorize The Healing Fountain to apply benefits on my behalf for covered behavioral health services rendered. I request that payment from my insurance company be made payable directly to The Healing Fountain. I authorize the release of information pertaining to professional services necessary for payment of benefits by my insurance company. I take responsibility for all payments not covered by insurance. I authorize the reproduction of this form in lieu of the original. I certify that the information regarding my insurance is correct to the best of my knowledge and that I am responsible for understanding my insurance plan regarding prior authorizations, referrals, deductibles, co-insurance, copays, plan effective dates and limits to the plan.


Client’s Signature: 								Date: _____________ 
Client’s Name (printed): ________________________________________________________________
Authorized Representative’s Signature: 						 Date: _____________ Representative’s Name (printed): ________________________________________________________ Representative’s Relationship to Patient: __________________________________________________
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