NEW PATIENT INFORMATION

NEW PATIENT INFORMATION – PAGE 2

Full Name:  __________________________________     Date of Birth: ___________      Sex: __________       

Mailing Address: _______________________________________________________________________

City: ___________________________________   State:  ______       Zip Code: _______________
Home/Cell Telephone #1: (____) -_____________  Home/Cell Telephone #2: (____) -________________   

E-mail (1): ____________________________________________________________________________  
E-mail (2):  ____________________________________________________________________________ 

Emergency Contact:  (Name/Telephone #): __________________________________________________

Current Occupation/Title/Retired: _________________________________________________________  
Retired:  Y   N    Full Time Student:  Y   N     Part Time Student: Y   N   Other: ________________________ 

Current Employer:  _____________________________________________________________________  

AUTHORIZATION FOR BILLING OF INSURANCE CLAIMS

I hereby authorize Leigh S. Rosenberg, Psy.D. PLLC (FL PY 3608) to submit for reimbursement any necessary medical-psychological information to process my insurance claim. I authorize my insurance company to pay Dr. Rosenberg directly the amount of the pending claim(s).

Signature of Patient: ________________________________________________    Date: _____________

Signature of Insured (if different):  _____________________________________    Date: _____________

Insurance Company (1) : ___________________________________    Effective Date:  _______________

Member/Subscriber ID: _____________________________     Group #: ____________________

Relationship to Insured:  ____________________________      DOB of Insured:  _____________

Insurance Company (2) : ___________________________________    Effective Date:  _______________

Member/Subscriber ID: _____________________________     Group #: ____________________

Relationship to Insured:  ____________________________      DOB of Insured:  _____________

(OPTIONAL)

AUTHORIZATION FOR CREDIT/DEBIT CARD USAGE

I hereby authorize Leigh S Rosenberg, Psy.D. PLLC (FL PY 3608) to charge the credit/debit card listed below for payment of co-pays/coinsurance/deductibles, outstanding balances (after insurance provided processes my claims; 30 days after 1st statement), as well as for payment of late cancellation or “no-show” fees when missing scheduled appointments. I understand all cards provided will be run as “credit” if I am not present; you will receive a “paid” statement and/or receipt for the amount charged. I understand the credit/debit card data provided below will be held as security for payment for services requested and/or rendered as detailed above.

Name on Card: _____________________________________        Type:   MC     VISA     AMEX     DISC        
Card #:  ___________________________________    Expiration: _____ /_____       Sec Code:  ______
I hereby authorize Leigh S Rosenberg PsyD PLLC to use the credit/debit card provided for the purposes outlined. By signing this authorization, charges will be placed on this credit/debit card.

Signature of  Responsible Party: ____________________________________      Date: ____ /____ /_____
(OPTIONAL)

AUTHORIZATION FOR AUTOMATIC APPOINTMENT REMINDERS
I hereby give my consent to receiving free appointment reminders by my preferred method: 

Circle one option only:   E-mail     Text message     Phone call     No Reminder
Signature of Patient: _____________________________________________      Date: ____ /____ /_____
  (Revised 1/2025) 

Leigh S. Rosenberg, Psy.D. PLLC     Licensed Psychologist FL PY #3608

2941 West SR 434, Suite 300   Longwood, Florida 327779-4455
Telephone # / Fax: 407.362.5930   Website: www.activecoping.com

