A Path to Change, LLC                                                                                                                                                               Michelle McLain, M.A., LPC
860-294-4505
35 Boston Street, Guilford, CT 06437

FAMILY INFORMATION
                                                                                                                                                                         Date: 

Parent/Guardian Information

Name: ______________________________________________________________________ Gender: __________
Address: ______________________________________________________________________________________

Phone: (______) ________________ DOB: _____/_____/_____ Parent Marital Status:  S  M  D  Other_______ 

Parent Employer Name & Work Phone: _____________________________________ ________________________

Second Parent/Guardian Information

Name: ______________________________________________________________________ Gender: __________
Address: ______________________________________________________________________________________

Phone: (______) ________________ DOB: _____/_____/_____ Parent Marital Status:  S  M  D  Other_______ 

Parent Employer Name & Work Phone: _____________________________________________________________

If parents are separated or divorced, who has legal custody?  Mother  Father  Both  Other: _______________

Child Information 

Child Name: ______________________________________________ Gender: ________ DOB: _____/_____/_____
Address: ______________________________________________________________________________________

School Name and Grade (of applicable): _____________________________________________________________


INSURANCE

(Please complete for both in-network and out-of-network)
 Self-Pay
 In-Network insurance (please verify coverage with your plan)
 Out-of-Network insurance (verify any possible coverage)

_______ (initial) Out of network insurance (if applicable): I understand that for out-of-network services, I am initially responsible for all payment. I may be provided with a superbill at my request that can be submitted to my insurance company for possible reimbursement. I understand that reimbursement depends on my out-of-network benefits and is not guaranteed.

Primary Insurance Information:
Primary Insurance Carrier: ____________ Phone: _________ Policy/ID#: ____________ Group/Plan #: __________
Address (Street): ______________________ Town: _______________________ State: _____ Zip: ______________
Copay: ________Deductible: ________Number of Sessions Allowed Prior to (Re)Authorization (if applicable) _____
Subscriber Insurance Information (if the client is not the employee/subscriber):
Name: ___________________ Relationship to Client: ________ Date of Birth:  ______ Employer: ______________
Phone: ______________ Address (Street): ___________________ Town: _____________ State: ____ Zip ________
Secondary Insurance Information:
Secondary Insurance Carrier: ____________ Phone: _________ Policy/ID#: ____________Group/Plan #: ________
Address (Street): ______________________ Town: _______________________ State: _____ Zip: ______________
Benefit Information: _____________________________________________________________________________________________
Subscriber Insurance Information (if the client is not the employee/subscriber):
Name: ___________________ Relationship to Client: ________ Date of Birth:  ______ Employer: ______________
Phone: ______________ Address (Street): ___________________ Town: _____________ State: ____ Zip ________ 

How did you hear about my practice? ______________________________________________________________

I, the undersigned, certify that I (or my dependent) have insurance coverage as noted above and I hereby authorize Michelle McLain, M.A., LPC to release all information about me required to get authorization for treatment visits and to process all insurance claims. I further authorize payment directly to A Path to Change, LLC of benefits due me for services rendered. I understand that I am financially responsible for all charges whether or not paid by insurance, including any applicable copayments or deductibles. 

It is the responsibility of the client (or guardian) to keep this practice informed of any changes in insurance, residency and/or phone number as soon as possible. 


___________________________________________________________  _________________________________ Signature of Client or Parent/Guardian/Legal Representative                        Date 
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