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Personal Information
· Full Name: ________________________________________
· Date of Birth: _____________________________________
· Address: ______________________________________City____________St______Zip__________
· Phone Number: ___________________________________
· Email Address: ____________________________________
[bookmark: _Hlk204563928]


Reason for Appointment: _____________________________________________________________________________________________

Referred By: ________________________________________________________________________________________________________


Insurance Information
· Primary Insurance Provider: __________________________
· New patient consultation: $150 – due at time of booking
· Return visits: $125
· BCBS is the ONLY insurance filed – If you do not have BCBS you will be responsible for all payments on date of service ____Initial

Payment Policies: MUST have CC on file REQUIRED
· Payment is due at the time of service.
· We accept cash, checks, and major credit cards.
· Returned checks will incur a $25 fee.
· Outstanding balances must be settled before scheduling appointments.

Missed Appointment/No-Show Policy
· Cancellations must be made at least 24 hours in advance.
· Failure to cancel within this timeframe or no-shows will result in a $50 fee charged automatically to card on file.
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Hours of Operation
· This office is ONLY open Tuesday – Thursday 8:30-4pm: The latest appointment time is 3:30pm for all new and return appts. 

Patient Signature: ________________________________________________________________________Date: _______________________
Must complete this document in it’s entirety before request will be reviewed. Return to: info@aspirewellnessllc.com 
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