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Expert C
are

Specialty Clinic of Austin is a provider Blue Cross Blue Shield (PPO only), Aetna, United Healthcare, Seton, Com Psych 
and Sims Foundation. If you have coverage with any of these insurers, please provide the following: 

Insurer _________________________________________  Phone  _________________________________________

Member ID _____________________________________        Group No ______________________________________

N E W  PAT I E N T  A P P O I N T M E N T  R E Q U E S T

       Adult          Child          Preferred Location:          NORTH          SOUTH            Today’s Date __________________

Referred by ________________________________________________________________________________________

Name of person completing form (if not patient) ___________________________________________________________

Patient Name  ______________________________________________   DOB ______________________   Age _______

Home Ph _______________________________________        Mobile Ph  ______________________________________  

Email _____________________________________________________________________________________________

Address ___________________________________________________________________________________________

Reason for appointment ______________________________________________________________________________

__________________________________________________________________________________________________

Currently seeing a Therapist?       yes      no  (if yes who, and for how long) _______________________________________

Current medications and dosage ________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Previous Psychiatric          Hospitalization          Testing

Explain _________________________________________

_______________________________________________

_______________________________________________

Eating Disorder?                                     

    Current      Past   How long ago? __________________

       Alcohol Abuse           Substance Abuse  

    Current      Past   How long sober? _________________

Suicidal Ideation?                                       

    Current      Past   How long ago? __________________

Thoughts of harming others?                      

    Current      Past   Explain ________________________
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