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Today’s Date:_________________________________________________
Patient Name_____________________________________________________________ Age ___________________DOB______________________________
Address __________________________________________________________________________________________________________________________
City & State_____________________________________________________________________________________ ZIP_______________________________
​Home Phone___________________________________________
 Cell#___________________________ email:____________________________________
Physician Name ____________________________________________________________________________________________________________________
Physician Phone: ___________________________________________________________________________________________________________________
Emergency contact outside of family ____________________________________________________________________________________________________
Relationship to patient _______________________________________________________________________Phone # _________________________________

Medicare # ____________________________________________________________________ Soc Security # _______________________________________
PRIMARY INSURANCE INFORMATION

Insured's Name_____________________________________________________________ DOB​_______________ SS#________________________________
​Insurance Company ____________________________________________________________________ Phone # ____________________________________
​Insurance Address__________________________________________________________________________________________________________________
Insurance ID# _______________________________________________________ Ins. Group #​ ___________________________________________________
​Insurance Policyholder:______________________________ ________________________________________________________________________________
SECONDARY INSURANCE INFORMATION

​Insurance Policyholder _______________________________________________________ DOB​_______________ SS#________________________________
​Insurance Company ____________________________________________________________________ Phone # ______________________________________
​Insurance billing address______________________________________________________________________________________________________________
Insurance ID# _______________________________________________________________ Ins. Group #​ ____________________________________________
________________________________________________________________________________________________________________________________
I authorize the release of any medical or other information necessary to process claims submitted on our behalf for the services provided by David Paul Smith, Ph.D.  I authorize payment of medical benefits to Dr. Smith for the services he has provided.  I understand that every effort will be made to collect payments from my insurance company, but that I/we are ultimately responsible for the outstanding balance.  

Insurance co-pays are due at the time of service.  Payment can be in the form of cash, check, or credit card.  If you do not know your co-pay amount, please provide credit card information.  Co-pays usually range from $15 to $30 and I do not want to bill for such small amounts.  Thank you.

[___ ___ ___ ___     ___ ___ ___ ___    ___ ___ ___ ___   ___ ___ ___ ___]           Expiration date: ​​___  ___  /  ___  ___          CVC Code: ___  ___ ___
(MasterCard or Visa only
)



Printed Name (as listed on card): _____________________________________________________________________________________________________
Signature: _______________________________________________________________________________________________________________________
Integrative Psyche Services 





St. Bernard Hospital,    326 West 64th Street, Chicago Illinois 60621


Phone: 773-562-3276	E-mail: dps3@uchicago.edu

















