11124 Wurzbach Road, Suite 204
San Antonio, Texas 78230
210.493.6554; Fax 210.493.6714
www.healthfulchanges.com

Poonam Sharma, Ph.D.

Licensed Psychologist
Psychotherapy, Coaching, & Psychological Testing

CONFIDENTIAL CLIENT INFORMATION

Welcome to my practice. Please fill out the following questions as completely as
possible. PLEASE PRINT OR WRITE LEGIBLY.

PERSONAL INFORMATION:

YOUR NAME

LAST FIRST MIDDLE

Social Security #

Sex M F  Date of Birth Age

Address

STREET CIty STATE, ZIP CODE)

Home Phone Work Phone Employer

Marital Status S M W D Referred by Phone

Primary Physician Phone

Date of Injury (if applicable) Allergies

Medications & Prescribing Physicians

Reason for Seeking Help

SPOUSE’'S NAME
LAST FIRST MIDDLE

Address

STREET ciry STATE, ZIP CODE)

Social Security # Sex M F  Date of Birth Age

Spouse's Occupation Employer.

RESPONSIBLE PARTY/PARENT NAME

LAST FIRST MIDDLE

Address

STREET

Social Security #

Home Phone

city

Sex M F Date of Birth

STATE,

7IP CODE)

Age

Work Phone

EMERGENCY CONTACT

Relationship

Phone




INSURANCE INFORMATION

Your insurance is a method for you fo receive reimbursement for fees you have paid to the doctor
for services rendered. Having insurance is not a substitute for payment. Many companies have
fixed allowances or percentages based upon your confract with them, not with my office. It is your
responsibility to pay the deductible, co-insurance, and any other balance not paid for by your
insurance. | will assist you, within reasonable limits, in receiving reimbursement, but you are
responsible for your bill. Payment for services is rendered at the conclusion of the consultation
unless other arrangements have been made. Any monies received by my office from the
insurance company, above and beyond your indebtfedness, will be refunded to you when your bill
is paid in full. You are responsible for payment for consultations not cancelled 24 hours in advance.

Primary Insurance Company

Address

STREET cIy STATE, 7IP CODE)
Subscriber. Relationship to Subscriber
Policy Number Group Number,

Secondary Insurance Company

Address

STREET CITY STATE, 7IP CODE)
Subscriber. Relationship to Subscriber
Policy Number Group Number

ASSIGNMENT OF BENEFITS:

Your signature is necessary for me to process any insurance claims
and to ensure payment for services rendered.

| authorize release of all information necessary to process my insurance claims and pertinent to
care in this office. | assign all medical and/or mental health benefits including major medical
benefits fo which | am entitled to Dr. Poonam Sharma. This assignment will remain in effect unfil
revoked by me in writing. A photocopy of this assignment is to be considered as valid as the
original.

| UNDERSTAND THAT | AM FINANCIALLY RESPONSIBLE FOR ALL CHARGES.
I HAVE READ THIS INFORMATION AND UNDERSTAND IT.

Client’s Name (Please print):

Client’s Signature: Date:

Spouse’s Signature: Date:

Parent/Guardian’s Signature: Date:




CONFIDENTIAL INTAKE QUESTIONNAIRE

Name

1. How are you feeling about the initial visite

2. What are your primary reasons for seeking services at this time?

3. Please list the symptoms that are causing you the most distress and indicate how long they

have been present.

4, What are your goals for psychotherapy?
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