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Minor Patient

	PATIENT NAME:
	                                    	                                    	        	DATE:
	                 
	(PLEASE PRINT)
	LAST
	FIRST
	M.I.
	
	

	DATE OF BIRTH (DOB):
	                 	AGE:
	                 
	ADDRESS:
		                 	                 	                 	         	        


	
	
	
	

	
	NO.
	STREET
	CITY
	STATE
	ZIP

	PHONE:
	                 	                 	                 
	
	HOME
	WORK
	CELL

	EMAIL:
	                                  
	GUARDIAN/PARENT 1:
	                         	GUARDIAN/PARENT 2:
	                         
	PRIMARY INSURANCE:
	                                  	                                  
	
	COMPANY NAME
	MEMBER ID

	SECONDARY INSURANCE:
	                                  	                                  
	
	COMPANY NAME
	MEMBER ID

	TERTIARY INSURANCE:
	                                  	                                  
	
	COMPANY NAME
	MEMBER ID

	IF NO INSURANCE INFORMATION ENTERED ABOVE, INDICATE HERE THAT THE PATIENT IS SELF-PAY:
	☐ PATIENT IS SELF PAY

	REFERRAL FOR:
	☐ PSYCHOTHERAPY
	☐ DIAGNOSTIC EVALUATION (SELECT ONE BELOW)

	DIAGNOSIS CODE(S):
	                                  	☐ PSYCHOEDUCATIONAL
☐ PSYCHOLOGICAL
☐ NEUROPSYCHOLOGICAL
	☐ PRE-SURGICAL
☐ OTHER

	SPECIAL NEEDS:
	                                                                    
	(TIME/DAY, DISABILITY, WHEELCHAIR, ETC).
	

	ANY ADDITIONAL NOTES:

	                                                                                                                                                                                                            


	PLEASE SUBMIT THIS FORM TO:
FAX: (866) 636 – 1355 OR SCAN AND EMAIL TO: RECEPTION@CARTERPSYCH.COM

	T: (941) 753 – 0064
F: (866) 636 – 1355
WWW.CARTERPSYCH.COM
	MAILING ADDRESS
4835 27TH STREET WEST
SUITE 125
BRADENTON, FL 34207
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