DIANA F. HOTT, LCSW-CEAP                                                                          PHONE: (703) 771-8449
7 LOUDOUN ST., S.W., SUITE 310                                                                       FAX: (703) 771-9135

LEESBURG, VA 20175

INTAKE FORM

DATE:________________________________________________________________________________

NAME:_______________________________________________________________________________

ADDRESS:____________________________________________________________________________ 

(city)___________________________________________________(state)_____(zip)________________    

PHONE: (HOME) (____)__________________________________________

WORK: (____)________________________________CELL(___)_______________________________

DATE OF BIRTH:_____________________________________________________________________

*ARE YOU INTERESTED IN ONLINE SESSIONS? IF SO, LEAVE EMAIL ADDRESS: __________________________________________________________________________________

EMPLOYER:__________________________________________________________________________

EMERGENCY CONTACT:______________________________________________________________

(INCLUDE NAME AND PHONE, INITIAL PERMISSION TO CONTACT)

PHYSICIAN:__________________________________________________________________________

(INCLUDE NAME AND PHONE, INITIAL PERMISSION TO CONTACT)

MEDICATIONS:_______________________________________________________________________

NAME OF THE INSURED:______________________________________________________________

INSURED’S ADDRESS AND PHONE:______________________________________________________________________________

INSURED’S DOB:_____________________INSURED’S SS:__________________________________

INSURED’S EMPLOYER:__________________________________________________________________________

AGREEMENT:

I UNDERSTAND THAT 24 HOUR NOTICE OF CANCELLATION IS REQUIRED. FAILURE TO DO SO WILL RESULT IN BEING BILLED IN FULL FOR THE SESSION. THERE IS NO AVAILABILITY TO TEXT OR EMAIL WITH MY THERAPIST. VIRTUAL AND IN PERSON SESSIONS ARE AVAILABLE.  I GIVE PERMISSION TO MRS. DIANA F. HOTT, LCSW-CEAP TO SUBMIT BILLING TO MY INSURANCE/THIRD PARTY PAYOR AND ACCEPT ASSIGNMENT FOR REINBURSEMENT OF FEES. BILLING MAY BE VIA MAIL, FAX OR ELECTRONIC BILLING VIA SECURED SITE. I PERMIT DISCLOSURE TO MY INSURANCE/THIRD PARTY PAYOR IN ORDER TO DETERMINE MEDICAL NECESSITY AND CONTINUITY OF CARE. I UNDERSTAND I AM RESPONSIBLE FOR PAYMENT OF DEDUCTABLES AND CO-PAYS, AND ANY FEES INSURANCE DOES NOT PAY. PAYMENT IS DUE UPON RECEIPT OF THE BILL.
(SIGNATURE AND DATE)
