[bookmark: _GoBack]ADDICTION RECOVERY COUNSELING SERVICES, LLC
Legal Name: _____________________________	Sex ________________________________	SS#  ____________________
                                                                                                                   Male, Female, Transgender 

Marital Status: Married	   Never Married      Separated	Widow(er)	Divorced	              Common Law

Address: __________________________________________________________________	   		_____  
City: __________________________		State: ____		____	Zip: _________		_____
Phone: ________________		________		Alt. Phone: ______				_____________
Referral Type: ___________________________		Employer: ________________________
Highest Level of Education Completed: __		_______	Would you like reminder calls: ___		_____
Presenting Problem: ______________________				_____________________________________
Race/Ethnicity (mark all that apply)
___ American Indian/Alaskan Native	___ Asian   ___Black/African American   ___Hispanic/Latino   ___Caucasian
___Native Hawaiian/Pacific Islander	___ Other/Unknown
Emergency Contact: __________________________			______________________________   _____
						(Name/Relationship) 	

FINANCIALLY RESPONSIBLE PARTY				INSURANCE INFORMATION
Responsible party for payment: _______________________		Card Holder: _____________________________
Relationship to patient: _____________________________		Relationship to patient: ____________________
SS# _______________________ DOB:_________________			Employer: _______________________________
Address: _________________________________________		Policy #_________________________________
City: ____________  State:___________ Zip: ____________		SS# __________________	DOB____________
Phone #____________________ Employer:_____________		Address: ________________________________
								City: ___________  State:______ Zip:_________
								Phone # ________________________________
Secondary Insurance
Cardholder Name: _________________________________		Relationship: ____________________________
Employer: ________________________________________		Insurance: ______________________________
Policy #__________________________	SS#__________________________	DOB___________________________
Address: _____________________________________	City:___________________________	State:__________________
Phone #____________________________

Addiction Recovery Counseling Services, LLC, charges a per hour fee for services. However, you may be eligible for a fee reduction based upon family income and the number of individual’s dependent upon that income. Proof of income is mandatory (paycheck stub, tax return, etc). Proof of residency is required as well (Bill with address, License, State ID).

Household Information
Name				Relationship to Patient			Gross Income
_____________________________	__________________________________	_______________________________
_____________________________	__________________________________	_______________________________
_____________________________	__________________________________	_______________________________
_____________________________	__________________________________	_______________________________
The client or responsible party signing this form hereby certifies that the information on this form is complete and correct, and authorizes ARCS, LLC, to send information for billing as requested by payment sources. This authorization will expire upon completion of processing my insurance claim and any subsequent requests or audits by the payment source, unless revoked by me at an earlier date. I further understand that by revoking my consent, I may be responsible for payment of this claim. If insurance is lost, patient will be responsible for payment. 

Patient/Responsible Party: __________________________	Witness: _________________________
Date: ___________________________________________	Date: ___________________________
