Mindful Matters, Inc.

Thomas A. Cummings, Ph.D. 

Licensed Clinical Psychologist

407 Uluniu St #412 Kailua, HI 96734

PH/Fax: 808-230-2476

Child Registration Form

Name ____________________________________ 

Date_______________ 

Address _________________________________________________________________________

 

Street & Number

City

State
Zip

Phone (H) _________________ (W) ________________ (C) ______________

Date of Birth ____________ Age ______
Sex:  M  F  School ____________________Grade_____   

Referring Physician/Source________________________________ PHONE ________________

Legal Guardian

Name_______________________________       Relationship____________________________________

Address
__________________________________________________________________________

City _________________________________ STATE ______ ZIP __________


PHONE (H)_______________(W)__________________(C)____________________________________

EMPLOYER__________________________________________________________________________ 

WHO IS RESPONSIBLE FOR THE BILL? _________________________Relationship________________
Insured’s Name, Address_______________________________ Insured’s Birthdate_________________

Insured SS # or Insurance ID #___________________________________________________

PRIMARY CARRIER___________________________WHO IS THE INSURED_____________________

SECONDARY CARRIER _______________________WHO IS THE INSURED ____________________
* Please provide Insurance Card and Physician Referral (if referred)

AUTHORIZATION for TREATMENT:

I, _______________________________________, authorize psychological treatment with Thomas A. Cummings, Ph.D.  I understand that no information will be released without my written informed consent except to my health care insurance for purposes of verification of eligibility and payment for treatment and services.

PAYMENT AGREEMENT:    I acknowledge that services are being provided by Thomas A. Cummings, Ph.D., an independent individual provider who accepts most health insurance plans.  I hereby authorize my insurance benefits be paid directly to the doctor and acknowledge that I am financially responsible for any unpaid balance. 

________________________________

______________________________

Signature





Date
Relationship to Minor patient __________________________








