Eric D. McLellan, LPCC

1948 East Whipp Rd., ST. A2
Kettering, OH  45440
(937) 643-0091 PHONE (866)409-5783 FAX
CLIENT INFOMRMATION 










Today’s Date_________________

Name________________________________________________________ Date of Birth ________________

Address__________________________________________ City ____________________ Zip ___________

State ______  Home Phone ____________________________ Cell _________________________________

Employer ______________________________________________ Phone_____________________________

Employer Address ___________________________________ ______________________________________

Insurance Co.______________________________ Insurance ID ___________________________________ Address __________________________________________________________________________________

In case of Emergency, Contact ___________________ Phone __________________Relationship_________

Physician’s Name __________________________________________Phone__________________________ Address _________________________________________________________________________________

Person Responsible for Payment If NOT Insured
Name_______________________________________________________ Date of Birth ________________

Address__________________________________________ City ____________________ State ___________

Zip Code __________  Home Phone ___________________________ Cell ___________________________

Employer _______________________ Employer Address _________________________________________

Phone ________________________________ Relationship to Above________________________________

AUTHORIZATION TO RELEASE INFORMATION
I hereby authorize Eric D. McLellan, LPCC to release any medical information necessary to process health care/medical claim.

Date___________________  Signed____________________________________________________________

AUTHORIZATION TO PAY BENEFITS TO PROVIDER

I hereby authorize payment of health care/medical benefits to Eric D. McLellan, LPCC.  I understand that I am financially responsible to Eric D. McLellan, LPCC for any charges not payable by my health care/medical plan.

Date_________________ Signed______________________________________________________________

AUTHORIZATION TO CONTACT 

I hereby give my permission to be contacted at the following telephone numbers or via email.

Phone_____________________ Phone_____________________  Email______________________________ 

Date_________________ Signed______________________________________________________________
DISCLAIMER STATEMENT
I, _______________________________, understand and acknowledge that my therapist, Eric D. McLellan, LPCC is an Independent Practitioner and as such is not affiliated with nor responsible for any of the other Independent Practitioners offering services in 1948 East Whip Road, Suite A2, Kettering OH 45440.

Date____________________  Signed_________________________________________________________
