Jack G. Ferrell Jr., Ph. D. 

14310 Northbrook, Suite 120

San Antonio, TX 78232

(210) 499-5025 Telephone                        (210) 499-5825 Fax  
Email: drferrellsofc@aol.com


Client Face Sheet

Client’s Name: 






 Date of Birth:      /     /     
Social Security No.:      -     -      Driver’s License No.: 





Marital Status:      FORMCHECKBOX 
 Single  FORMCHECKBOX 
  Married  FORMCHECKBOX 
 Divorced  FORMCHECKBOX 
  Separated   FORMCHECKBOX 
   Widowed 

Home Address:     




Home Phone: (     )      -     
City and State:







  Zip Code:      

  

Occupation:      




  Employer: 






Business Address: 





  Business Phone: (     )      -     
City and State:







  Zip Code: 


 

Responsible Party Information
Responsible Party’s Name:      



  Date of Birth:      /     /     
Social Security No.:      -     -      Driver’s License No.: 





Marital Status:      FORMCHECKBOX 
 Single  FORMCHECKBOX 
  Married  FORMCHECKBOX 
 Divorced  FORMCHECKBOX 
  Separated   FORMCHECKBOX 
   Widowed 

Home Address:     




  Home Phone: (     )      -     
City and State:







  Zip Code: 


  

Occupation:      





  Employer:      




Business Address:      




  Business Phone: (     )      -     
City and State:






  Zip Code: 



 



Client’s Family Information
Father’s Name: 






       Date of Birth: ____/____/____

Social Security No.: 



        Driver’s License No.: 




Marital Status:   FORMCHECKBOX 
 Single     FORMCHECKBOX 
 Married     FORMCHECKBOX 
  Divorced     FORMCHECKBOX 
 Separated      FORMCHECKBOX 
  Widowed 

Home Address:





  Home Phone: (____) _____-_________

City and State:







  Zip Code: 


  

Occupation: 




     Employer: 






Business Address: 




         Business Phone: (____) _____-_________

City and State:







  Zip Code: 


 

Attorney’s Name: 






 Phone: (____) _____-_________

Address: 















Mother’s Name: 






       Date of Birth: ____/____/____

Social Security No.: 



        Driver’s License No.: 




Marital Status:   FORMCHECKBOX 
 Single     FORMCHECKBOX 
 Married     FORMCHECKBOX 
  Divorced     FORMCHECKBOX 
 Separated      FORMCHECKBOX 
  Widowed

Home Address:





  Home Phone: (____) _____-_________

City and State:







  Zip Code: 


  

Occupation: 




     Employer: 






Business Address: 




         Business Phone: (____) _____-_________

City and State:







  Zip Code: 




Attorney’s Name: 






 Phone: (____) _____-_________

Address: 















Child/Children’s Name






Date of Birth











____/____/____











____/____/____











____/____/____











____/____/____




PAYMENTS

You will be expected to pay for each session at the time of the appointment unless an agreement and/or Order has been established otherwise, or you have insurance coverage, which requires another arrangement.  You may pay by check, credit card or cash. If I agree to bill you, payment is due upon receipt of the statement for services that will be provided on a monthly or more frequent basis. Services for children will be billed to the responsible parent.  In some situations this may be split between the parents and a joint ledger showing each parent's participation will be provided.  
INSURANCE

Some insurance carriers will pay in part for psychotherapy and/or psycho diagnostic evaluation services.  If you have a health benefits policy, it will usually provide some coverage of mental health services.  I will provide some assistance in facilitating your receipt of benefits to which you are entitled including filing appropriate forms.  However, you and not your insurance company are responsible for full payment of services that I provide to you.  Therefore, it is very important that you determine exactly what type of mental health services your insurance policy covers.  Please know that litigation services may (will) not be covered by most or all plans.  Moreover, services required to complete a forensic evaluation may be at a service interval or frequency that exceeds policy limits.  You will be responsible for payment of these services even if your carrier declines, disallows or denies coverage.
You should carefully read the section in the insurance coverage booklet that describes mental health services.  If you have questions, you should call your insurance carrier and inquire. Because you are the policyholder, your insurance company is more responsive to you than to me. I invite you to question them about coverage they allow for mental health services and we will assist you whenever possible.  


I have been apprised of the fee schedule and understand that payment for services is expected at the time that services are rendered, and I hereby agree to be responsible for payment of all services incurred.  

I understand that in some instances staff members, supervised by Dr. Ferrell, may perform certain services at his direction.  I understand that in some situations involving litigation, information gathered is subject to being provided to the court by Dr. Ferrell. 
Signature: 








 Date: 




Printed Name: 






 Relationship: 
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