&N\ Specialty Clinic
/“’!“ P yofAustin

www.SpecialtyAustin.com

NEW PATIENT APPOINTMENT REQUEST

[ ] Adutt [ ]chid 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? [Jyes []no (if yes who, and for how long)

Current medications and dosage

2407 142dx7g

Previous Psychiatric I:l Hospitalization |:|Testing I:l Alcohol Abuse I:l Substance Abuse

Explain [JCurrent [[JPast How long sober?

Suicidal ldeation?

[JCurrent [[JPast How long ago?

Eating Disorder? Thoughts of harming others?

[ICurrent [JPast How long ago?

[]Current []Past Explain

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

[[] NORTH 4515 Seton Center Pkwy ¢ Ste 175 « Austin TX 78759 « 512-382-1933 ph « 512-777-4949 fx
[l SOUTH 5625 Eiger Road * Suite 215 « Austin TX 78735 « 512-610-7900 ph » 512-610-8901 fx
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