
KINGWOOD PSYCHIATRY 
 

 

PATIENT INFORMATION 

 

 

__________________________   _______________________  ________________________ 

                  First Name               Middle           Last Name   

 

_________________________  ___________________  ______________________________ 

            Date of Birth                                 Age                              Social Security Number 

 

__________________  ________________________  ________________________________ 

            Sex                                Marital Status                                 DL Number & State    

 

____________________________________________________________________________ 

                      Street Name   (Please included apartment number if applicable) 

 

______________________________   _____________________   ______________________ 

                     City                                                   State                                            Zip 

 

___________________________  _________________________  ______________________ 

                Home Phone                                     Cell Phone                            Work Phone 

 

 ________________________________________          ____________________________ 

       Employer Name / School Name if Minor                                      Title 

 

 

GUARDIAN INFORMATION  

(Please complete if patient is a minor or has authorized representative) 

 

 

__________________________   _______________________  ________________________ 

                  First Name               Middle           Last Name   

 

_________________________  ___________________  ______________________________ 

            Date of Birth                                 Age                              Social Security Number 

 

__________________  ________________________  ________________________________ 

            Sex                                Marital Status                                 DL Number & State    

 

____________________________________________________________________________ 

                      Street Name   (Please included apartment number if applicable) 

 

___________________________  _________________________  ______________________ 

                Home Phone                                     Cell Phone                       Work Phone 

 

___________________________________________      ______________________________ 

                         Employer Name     Title    

  

 
 

 



PRIMARY INSURANCE INFORMATION (Please fill out ALL areas) 

 

Insurance Name ___________________________________________________________________ 

 

 

PRIMARY INSURED 

(Must complete ALL areas in order for claims to be processed and paid correctly) 

 

Relationship to the insured:      Self       Spouse      Child 

   

 

____________________________   _________________________  __________________________ 

                  First Name               Middle           Last Name   

 

___________________________  _____________________  ________________________________ 

            Date of Birth                                        Age                                Social Security Number 

 

____________________  __________________________  __________________________________ 

            Sex                                         Marital Status                                 DL Number & State    

 

__________________________________________________________________________________ 

                      Street Name   (Please included apartment number if applicable) 

 

_____________________________  ___________________________  ________________________ 

                Home Phone                                     Cell Phone                                            Work Phone    

 

______________________________________________      _________________________________ 

                         Employer Name                                                                              Title 

 

 

 

SECONDARY INSURANCE INFORMATION (Please fill out ALL areas) 

 

Insurance Name ____________________________________________________________________ 

 

 

SECONDARY INSURED  

(Must complete ALL areas in order for claims to be processed and paid correctly) 

 

Relationship to the insured:      Self       Spouse      Child 

   

 

____________________________   _________________________  __________________________ 

                  First Name               Middle               Last Name   

 

___________________________  _____________________  ________________________________ 

            Date of Birth                                      Age                                    Social Security Number 

 

____________________  __________________________  __________________________________ 

            Sex                                           Marital Status                                 Email Address 

 

__________________________________________________________________________________ 

                      Street Name   (Please included apartment number if applicable) 

 

_____________________________  ___________________________  ________________________ 

                Home Phone                                     Cell Phone                                DL Number & State    

 

______________________________________________      _________________________________ 

                         Employer Name                                                         Phone Number 

 

 
*** PLEASE NOTIFY OUR OFFICE IMMEDIATELY IF THERE ARE ANY CHANGES TO YOUR INSURANCE INFORMATION. 

DELAY IN GETTING THE CORRECT INFORMATION WILL DELAY THE INSURANCE PAYING YOUR CLAIMS AND MAY RESULT 
IN DENIAL AND POSSIBLE NON-PAYMENT. THANK YOU. 



 

Who referred you to our clinic? (Please pick one) 

 

          Doctor                                  Dr. ____________________________________        

 

          Therapist                              Name:  _________________________________ 

                                                                                   

 Insurance                             Name:  _________________________________  

 

    Friend or Relative                    

 

    Internet / Web Site      

 

 

PHARMACY INFORMATION   

 

Name:   _________________________________________________________________ 

 

Location:   _______________________________________________________________ 

 

Phone:  ______________________________    Fax:  ______________________________ 

 

 

 

PRIMARY CARE PROVIDER 

 

___________________________  _______________________  __________________________ 

                Name                                             Phone                                 Office Name 

 

 

THERAPIST 

 

___________________________  _______________________  __________________________ 

                Name                                             Phone                                  Office Name 

 

 

EMERGENCY CONTACT 

 

___________________________  _______________________  __________________________ 

                Name                                             Phone                                 Relationship to Patient 

 

 

HIPPA Privacy Notice, Financial Policy and Email Policy 

I acknowledge that I have read and fully understand the notice of Privacy Practices, Financial 

Policies, and Email Policies of Kingwood Psychiatry. A copy of this form is available up on 

request. 

 

________________________________________           _______________________ 

                               Signature                                                               Date    

 

_________________________________________ 

Relationship, if signed by authorized representative                


