Archna Prasad-Gaur, PhD
1829 East Franklin Street, Suite 100D
Chapel Hill, NC 27514
Phone: (207) 420-1386
Fax: (919) 765-6156

Email: apg@aprasadgaur.com

Client Information Form

Today’s Date:

Client name: Date of birth: Age:
Parent’s name: Parent’s name:

Marital status of parents: If divorced, child custody

Address(es):

Name of school: Grade:

Name of pediatrician/address:

Is it okay to contact / discuss your treatment with your medical doctor: O Yes O No

Who referred you?

May I have permission to thank this person for the referral? O Yes O No
Telephone contact information:  (Please include information for both parents if applicable)

Home phone#

Cell phone#

Work phone#

(If you do not want me to contact you at any of these numbers, please put an "x" after the number)
Person to notify in case of emergency:

Name: Relationship

Phone#(s)

Address:



mailto:apg@aprasadgaur.com

INSURANCE INFORMATION (PLEASE PROVIDE COPY OF CARD(S))

Name of Primary Insurance

Insurance Mailing Address

Policy Contract # Group #

Subscriber: Date of Birth:

Subscriber Social Security Number:

Relationship to Patient:

Name of Employer:

Are you responsible for a Copay? Y N

Fixed copay per session: $

Person Responsible for Payment:

Name: Relationship to client:

SS# Date of birth:

Address & Phonet#s (if not provided above):

Employer: Occupation:

I give Archna Prasad-Gaur, PhD at 1829 East Franklin Street, Suite 100D, Chapel Hill, NC 27514 permission to
release any information necessary to support insurance claims and to secure timely payments on this/these account(s).

I understand that [ am responsible for all charges, regardless of insurance coverage.

I hereby assign medical benefits, including those from government-sponsored programs and other health plans, to be
paid to Archna Prasad-Gaur, PhD. A photocopy of this assignment is to be considered as good as the original.

Parent/Legal Guardian’s Signature Date
indicating agreement to all of the statements above.



