
PATIENT INFORMATION FORM 

NAME:  ____________________________________________________________________ DOB: _________________ 
LAST   FIRST   MI

ADDRESS: ___________________________________________________________ Apartment # ___________________ 

CITY: ____________________________________________ STATE: __________________ ZIP: _____________________ 

PHONE:   Home: ___________________________   Cell: ___________________________ Work: ____________________________  

EMAIL: ________________________________________________________________________               SEX:   M    F 
Marital Status:     Single     Married     Other Employment Status:    Employed      Student   Retired 

EMERGENCY CONTACT: ________________________________________ RELATIONSHIP: _________________ 

PHONE: __________________________  E-MAIL _____________________________ 

PHARMACY INFORMATION  

Name__________________________ Address_____________________________ Phone____________________ 

Do you use a mail-away pharmacy?  NO    YES    Name____________________________________ Phone_____________ 

INSURANCE INFORMATION – (NOTE: INSURANCE CARD MUST BE PRESENTED) 

Name of primary insurance company: __________________________________________________________________ 
        (WE DO NOT ACCEPT MEDICAID, HMO OR WORKMANS COMP) 

POLICY OWNER: _____________________________________ RELATIONSHIP TO PATIENT: _______________________ 

DATE OF BIRTH: _________________________ POLICY NUMBER: ____________________________________________ 

SECONDARY INSURANCE COMPANY: ______________________________________ POLICY #_____________________ 

PLEASE STATE THE REASON YOU CAME TO THIS FACILITY (CHECK ALL THAT APPLY) 
Anxiety  Family Problems   Depression  Relationship Problems  Mood Swing  Substance Abuse  Other
Please give a brief description: ___________________________________________________________________
____________________________________________________________________________________________

I hereby assign to you, my health care provider, where appropriate and approved by you and your carrier, all medical benefits to 

which I am entitled.  

1) I agree to pay all and any deductible, co-payments or co-insurance according to my insurance policy at each visit.
Co-payments will not be billed.  They must be paid at the time of visit. A $5.00 fee will be charged.

2) I hereby authorize said assignee to release all information to secure payment.
3) I understand that I am financially responsible for all charges whether or not paid by said insurance and that payments

are due at the time services are rendered.

4) I understand there will be $50 FEE for all appointments missed or cancelled without PROPER
notice. 72 HRS FOR THERAPY AND 24 HRS FOR MD.

5) I understand that no prescriptions will be called in from this office. It is my responsibility to discuss my medication with
my doctor and make sure I will have enough to last until my next visit.

I CERTIFY THAT I HAVE READ THE ABOVE AND FULLY UNDERSTAND AND AGREE TO THE TERMS

Signature: ______________________________________ Date: ______________ 
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PATIENT INFORMATION RE: CREDIT CARD ON FILE POLICY 
To Our Patients: 

As you are aware, healthcare has undergone dramatic changes in the past few years.  High-deductible 
health plans are now a mainstay in the healthcare landscape.  This means that more responsibility of 
payment is being placed on patients.  We need to be sure that patient balances are paid in a timely 
manner.  If you have ever stayed in a hotel or rented a car, you are familiar with the concept of having a 
credit card on file.  Your credit card information is stored in a secure, encrypted manner and only 
accessed and charged if there is an outstanding balance due.  As of January 1, 2024, Clinical 
Management Consultants has adopted a Credit Card on File Policy. An administrative fee of $3.00 will be 
included for each credit card transaction.  

At the time of registration, we will request your credit card information.  Your credit card numbers will 
be encrypted and stored on a secure server.  

Payment and co-pays will be processed at the time of visit.   If you have any questions about this payment 
method, please do not hesitate to call our Billing Office at 718-351-1717. 

How does credit card on file benefit me? 
Using credit card on file, you will be able to: 

• Pay balances and co-pays conveniently
• Make payments automatically using your credit card of

choice
• Avoid writing checks to pay bills by mail

Your credit card on file can be used for the following reasons: 

-Visit payments not collected from you at the beginning of the visit
-No show or late cancellation charges
-Insurance discrepancies
-Outstanding balance greater than 31 days past due

Credit Card Type (circle)  Visa  MasterCard    Discover Amex 

 Credit Card Number    Security Code   Exp Date   Printed Name as it appears on card

 Billing Address   City   State   Zip  

 Phone Number   Email 

 Patient Name   DOB   Patient Name   DOB 

 Patient Name   DOB   Patient Name   DOB 

I authorize Clinical Management Consultants to charge the credit card above per the terms of this policy.  This 
authorization shall remain in effect until CMC has received written notification from me of its termination. 

 Signature  Date 

James
Cross-Out
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