 SEQ CHAPTER \h \r 1Jennifer Kneeland, MA, LMHC
35 South County Commons Way, Suite D-10
Wakefield, RI 02879

401-743-3212

Client Information 

Patient Name: _________________________________ Date of birth: ______________

Street address:  ______________________________________                                                                                       

Town:                                         ___       State:                        Zip code: _______________                       
Telephone:                              __      Other phone, work/cell: ________________________
Primary Insurance: _______________________ Policyholder’s Name: _______________

Policy Number:                             __    ___              Policyholder’s date of birth: __________                   

Relationship to patient:        self         spouse         parent         step-parent

Employer: _________________________________                                                                         
Secondary Insurance: _____________________ Policyholder’s Name:_______________
Policy Number:                                ___   __    __     Policyholder’s date of birth:__________                     
Relationship to patient:         self        spouse          parent         step-parent

Employer:  __________________________________                                                                         

Insurance Claim Processing Disclaimer
I authorize the release of medical or other information necessary to process insurance claims. Such information is to be released only for the purpose of filing health insurance claims with insurance companies and related agencies.  I authorize payment of medical benefits directly to Jennifer Kneeland, LMHC for any services rendered. 

Signature:                                                                          Date: _______________  
Print Name: _____________________________                                                                    

