MICHAEL D. SWAFFORD, PSY. D., P.C.

105 S. BRYANT, SUITE 302

EDMOND, OKLAHOMA 73034

405-844-7793

INITIAL INFORMATION

Name: 


Intake date: 


Time: 



Address: 



Source of referral: 


Type(s) of service: 



Phone number: 


Work phone: 


Date of birth: 

/

/



Primary insurance company: 



Address: 


City: 


State: 


Zip: 



Phone number: 


Persons covered: 



Contact person: 


 



Policy holder: 


Policy number: 



Employer/Group: 




Insured SSN:


           Patient SSN:   ___________________________

Email Address:  _______________________________________________

Release of Information Authorization to Third Party

I (we) authorize MICHAEL D. SWAFFORD, PSY.D., PC to disclose case records (diagnosis, case notes, psychological reports, testing results, or other requested material) to the above listed third-party payer or insurance company for the purpose of receiving payment directly to MICHAEL D. SWAFFORD, PSY.D., PC.
I (we) understand that access to this information will be limited to determining insurance benefits, and will be accessible only to persons whose employment is to determine payments and/or insurance benefits. I (we) understand that I (we) may revoke this consent at any time by providing written notice, and after one year this consent expires. I (we) have been informed what information will be given, its purpose, and who will receive it. I (we) certify that I (we) have read and agree to the conditions and have received a copy of this form.

Person(s) responsible for account: 

Date: 

/

/



Person(s) receiving services: 

Date: 

/

/



Person(s) or guardian(s): 


Date: 

/

/



-----------------------------------------------------------------------------------------------------------------------------

OFFICE USE ONLY 

PROVISIONS: Client pays $ 

 Deductible amount
Amount satisfied: $ 




Insurance pays 

 %  Patient Co-Pay _______   #visits/year ___
Type(s) of providers covered: 


Supervision: 



Prior authorization needed: 



Effective date: 


Policy anniversary: 



Coverage for testing: 


Annual limit: 



Other third-party coverage: 



Address: 


City: 


State: 


Zip: 



Phone number: 


Persons covered: 



Contact person: 


 



Policy holder: 


Policy number: 



Other provisions: 


Rev. 1/06

