Ewa Ostoja-Starzewska, Ph.D., Licensed Psychologist

149 West Harvard Street, Suite 202, Fort Collins CO 80525, Tel: 970-214-5574 Fax: 970-797-1079

Patient Contact Information Sheet (Adult)
Patient’s Name: _____________________________ Age ______  Date of Birth: __________________________
Street Address: ______________________________________________________________________________
City, State and ZIP Code: ______________________________________________________________________
Today’s date: ____________________ Client’s tel (include area code): (_____)___________________________
Referred by: _____________________________________
Phone number of referring agency: _______________

Is it OK to contact the referring agency to inform them that the patient/family was seen?  Yes
No

Person Filling form: ____________________________ Relationship to patient: _____________________________
ALLERGIES (MEDICATION and other): ____________________________________________________________

Please check box if OK to leave a telephone message (please fill in first name where appropriate):   
□ Patient’s home #: (_______)________________ □Patient’s work #: (______)________________ 
□ Patient’s Cell#: (________)_________________ □ Other #: (______) _________________
Family and emergency contacts 

If you check a box beside a person’s name, you are giving Dr. Ostoja permission to acknowledge to this person that you are her patient, even when it is not an emergency. In cases of emergency, Dr. Ostoja will contact any of these persons regardless of whether you have checked the box. If you wish Dr. Ostoja to be able to speak to any family members or other persons about your care, you will need to complete a separate Release of Information Form (please ask Dr. Ostoja about this). 
□ Name: ____________________ relationship ___________ □home: __________ □ cell: ___________ 
□ Name: ____________________ relationship ___________ □home: __________ □ cell: ___________
□ Name: ____________________ relationship ___________ □home: __________ □ cell: ___________
Please check box if it’s OK for Dr. Ostoja to text-message/email the client/family members at:
□ Patient’s home : ___________ □Patient’s work: __________  □ Patient’s Cell: ___________ email: _________
□ Name: _______________________ □home: ____________ □ cell: _____________ □email: _______________
□ My email address is:  ________________________________________
□ I would like Dr. Ostoja to be particularly careful never to disclose any clinical information about me to:

________________________________
___________________________

___________________________________

______________________________
Patient Signature




Date
___________________________________

______________________________

Signature of Witness
(Dr. Ostoja)


Date
Ewa Ostoja-Starzewska, Ph.D., Licensed Psychologist

149 West Harvard Street, Suite 202, Fort Collins CO 80525, Tel: 970-214-5574 Fax: 970-797-1079
Payment and Insurance (please complete all fields)
Please complete this section even if you plan to pay out-of-pocket, file yourself, or have a large deductible. If this information is not completed and given to Dr. Ostoja within the initial 3 sessions, Dr. Ostoja will not go back to bill or honor insurance retroactively. In those cases, insurance will be honored for sessions that occur on or after the day that this form is received and co-signed by Dr. Ostoja. Please note, that if you have secondary insurance, you will be directly responsible for payment for those sessions that primary insurance carrier (as indicated on this form) refuses to pay due to the presence of secondary insurance (including Medicare or Medicaid). Dr. Ostoja will not bill retroactively for insurances not reported on this form, or for insurances for which she is not an in-network provider. Dr. Ostoja will bill you directly. 
Patient Name: __________________________________________
Date of Birth: ______________________________

Primary Insurance Name: __________________________ ID Number: _________________ Group: __________

Primary Insurance telephone #:  ___________________________

Co-pay per visit: _________

Maximum visits allowed without pre-authorization: _____________

Insured Person’s Name: ______________________
 Relationship to patient: __________________

Insured Person’s Birth Date: _____________ Insured Persons’ Phone #:___________ Employer: ______________

Insured Person’s full address (if different from above): ________________________________________________

Secondary Insurance (please state “None” if there is no secondary insurance): ___________________________ 

ID Number: _________________ Group: ________________ Insurance contact telephone:  ________________

Co-pay per visit: _________

Maximum visits allowed without pre-authorization: _____________

Insured Person’s Name: ______________________
 Relationship to patient: __________________

Insured Person’s Birth Date: _____________ Insured Persons’ Phone #:___________ Employer: ______________

Insured Person’s full address (if different from above): ________________________________________________

By signing below, I give permission to Dr. Ostoja and to her staff to contact my insurance for the purposes of obtaining pre-authorization of benefits, on-line or paper/mail billing, and furnishing necessary information as required by insurance to authorize ongoing coverage. I understand that Dr. Ostoja may be required to release information regarding diagnosis, dates and duration of sessions, and basic clinical information. I understand that this release will be valid for the duration of treatment with Dr. Ostoja and up to 12 months after termination of treatment. I also acknowledge that it is my responsibility to contact my insurance and to obtain information regarding my benefits, including pre-authorizations, co-payments, and deductibles. If I plan to use in-network benefits, I understand that it is my responsibility to verify that Dr. Ostoja is an in-network provider for my insurance. Dr. Ostoja agrees to bill my insurance directly only of she is an in-network provider. Out-of-network payments must be made to Dr. Ostoja by check or cash at the time of service, and Dr. Ostoja will provide me with a receipt, which I can subsequently submit to my insurance. Because each employer has a unique agreement with an insurance carrier, I understand that it is very difficult for Dr. Ostoja to be familiar with the detailed terms and conditions of each insurance panel. I acknowledge that is my responsibility to verify my benefits with my insurance by calling them directly. I will then communicate any limitations on services covered to Dr. Ostoja ahead of my sessions. I accept the responsibility for resolving directly with my insurance any disputes that may arise from my insurance regarding deductibles, co-payments or changes in my coverage or conditions of my insurance. I understand that Dr. Ostoja will not be calling my insurance to verify or challenge my insurance regarding whether my deductible has been met, or any other issues that are between me and my insurance. Dr. Ostoja’s responsibility rests with billing my insurance for sessions, and providing my insurance with the necessary clinical information to enable payment for services.  I understand that I am responsible for payment for any services or sessions that are not covered by my insurance.

______________________________________
________________________

Signature of Insured or Authorized Person

Date





______________________________________
________________________

Signature of Witness (Dr. Ostoja)


Date

