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DAVID C. HALL, M.D., 

Child, Adolescent and Family Psychiatry

Samaritan  Center   ( 564 NE Ravenna Blvd. ( Seattle, Washington  98115 (Reception (206)527-2266 ( FAX (206)527-1009 ( VM (206)957-4702
DX:








   Date:  _______________

  PATIENT INFORMATION  (C)

Child’s Name: ___________________________________________________________________________      



Address:  _____________________________________________________________________________________

City:    ________________________________________    State: ___________ Zip:  ________________________

Home Telephone:  (___)__________________________  School Contact: (____)___________________________    

Age:  ________Date of Birth:____________   Sex:  M   F     Social Security _______________________________

Parent/Guardian name: ___________________Occupation:  ______________________Phone: ________________

Parent/Guardian name: ___________________Occupation:  ______________________Phone: ________________

Parent/Guardian Employer: ____________________  Parent/Guardian Work Telephone: _____________________ 

Parent/Guardian Employer: ____________________  Parent/Guardian Work Telephone: _____________________

List of any medications taking currently: ____________________________________________________________

Medication allergies: ____________________________________________________________________________

         INSURANCE INFORMATION

Do you want insurance billed? _____  If so, please fill in insurance info.  Is this self-pay?___

DOES YOUR INSURANCE REQUIRE REFERRAL TO DR. HALL? YES____NO____ (initial)

IS THAT REFERRAL IN PLACE FOR YOUR FIRST VISIT? YES ____ NO _____ (initial)

Who referred you to Dr. Hall? _________________________   Phone Number: ____________



Primary Insurance




Secondary Insurance
  Name of Insured:

Relation to Patient:

Name of Insured:                  Relation to Patient:

Employer:


WK Number:


Employer:


WK Number:

__________________________________________________________________________________________________

  Insurance Company:




Insurance Company:

      ID/SS Number:

Group Number:
             
ID/SS Number:              
Group Number:

   PERSON TO CALL IN CASE OF EMERGENCY:

Name:



Address:


Phone:


Relationship:

If you should have a medical emergency call  911.  If you need to reach me on an urgent basis, call 206-527-2266 and ask the receptionist to have me paged.  If you are calling after hours, dial 206-957-4702 and follow the instructions.

Although services may be covered by insurance, I understand I am fully responsible for payment for care I receive.

I understand an administrative service charge of 1% or $2.00 per month, whichever is greater, will be charged on all 

unpaid balances due more than 90 days.  I authorize payment of medical benefits to Dr. Hall for services rendered.  

I authorize the doctor or insurance company to release any information required for payment of services rendered by this office.  

I understand that 24-hour notice of cancellation is required and that I may be billed $40 for late cancellation of a 45 min. appointment or $20 for late cancellation of a 25 min. appointment. I understand that I am responsible for my bill and will follow the payment option of:  1.  Payment in full at each session._______; 2. Copayment at each session _________; 3. Full payment within 10 days of statement ________; 4. Payment as follows:_______________________________ (Describe). (Please initial  option)

By signing this document, I am authorizing Dr. Hall to provide treatment for my child ______________________________. 












(child’s name)

Signed:_______________________________________________________  Dated:________________________


      (parent or legal guardian)

I hereby authorize Dr. Hall to exchange medical and psychiatric information with my child’s primary care physician:

PCP’s name: ______________________________________________________

PCP’s address: ___________________________________________________________________________

PCP’s phone and fax numbers:  Phone ___________________    Fax  ___________________________

This authorization remains in effect until (initial one):  _____ I rescind it in writing








       _____ 90 days from today.

Signed:_______________________________________________________  Dated:________________________


      (parent or legal guardian)

Your name (printed):  ___________________________________________________________________

Thank you.

