
DON HAYS, Ph.D. 
      12830 Hillcrest Rd, Ste A212             Dallas, TX 75230

PATIENT SOCIAL BIRTH 
NAME: _________ SECURITY# ________ DATE: __ _ 
SPOUSE'S (If Patient is Married) SOCIAL BIRTH 

NAME : SECURITY # DATE : 
----

ONLY FILL IN FATHER AND MOTHER'S NAME IF PATIENT IS A CIDLD OR ADOLESCENT 

FATHER'S (U Patient is a Minor) SOCIAL BIRTH 
NAME: __________ SECURITY# _________ DATE: ___ _ 
MOTHER'S (If Patient is a Minor) SOCIAL BIRTH 
NAME: SECURITY# DATE: 

HOME ADDRESS: __________ CITY: _______ ZIP: __ _ 
HOME TELEPHONE: _______ _ 
CELL PHONE: WHO REFERRED YOU ? 

--------

EMPLOYMENT INFORMATION 

INSURED'S 
NAME: ______________ INSURED'S BIRTH DATE: ____ _ 

May You Be Contacted At Work? ___ _ 
INSURED'S EMPLOYER:_________ WORK PHONE: ________ _ 
INSURED'S ADDRESS IF DIFFERENT FROM PATIENT'S: 

---------------

10 B TITLE: 
------------

SPOUSE'S (Of Insured)

NAME: ______________ WORK TELEPHONE: _______ _ 
May You Be Contacted 

SPOUSE'S EMPLOYER: __________ _ At Work If Necessary? _____ _ 
JOB TITLE: 

-----------------

INSURANCE INFOR1\1ATION: 
INSURANCE CARRIER: ____________ _
ADDRESS : ___________ CITY : ____ STATE: ZIP: _____ _ 
GROUP NUMBER: _________ CERTIFICATE OR ID# _________ _ 
CERTIFICATION OR AUTORIZATION NUMBER (If Applicable): ___________ _ 
INSURANCE MEMBER SERVICE PHONE NUMBER: 
ASSIGNMENT OF MEDICAL BENEFITS 
(IF APPLICABLE) 

-----------------

I hereby assign all medical benefits, to include major medical benefits to which I am entitled, including Private 
Carrier and other health plans to : DON HAYS, Ph.D., LPC, LMFT. This assignment shall remain in effect 
until revoked by me in writing. A photocopy of this is to be considered as valid as the original. I hereby 
authorize said assignee to release all information necessary to secure payment. 

SIGNED: _____________ _ DATE: 














