
FOR OFFICE USE RECEIVED 

1st Provider:
Date: 
Time: APPROVED 

2nd Provider:

PLEASE fill out the following form (Except the parts marked “FOR OFFICE USE”) and FAX or EMAIL the 
completed form and COPIES of Insurance cards to the office for review. 

* Fax forms to: (256) 322-4987

* EMAIL forms to: OFFICE@NORTHALABAMAPSYCH.COM

Patient Name  DOB:  Age: 

Address:  City/State/Zip: 

Email:  

Want Text reminder? (Yes ☐or No☐)  

Cell phone Number:  Cell phone carrier  

Home Number:  

Office Referred by:  Phone#: 

Reason for seeking treatment/Diagnoses AND current Medications: 

Primary Insurance Company: Provider Services#: 

Policy Holder’s Name  Date of birth: 

Contract#/Member ID Group # 

Effective Date:  Relationship to patient: 

We DO NOT file Secondary insurances UNLESS you are DOUBLE covered by the same company. 
Example: Two Blue Cross Blue Shields, this is the ONLY exceptions! (Please make the office aware when 
scheduling. 

*REMINDER: Please bring your full list of medicines to your appointment and verify your
insurance does not need a REFERRAL from your primary care provider (PCP) prior to seeing
one of our mental health specialists *

Before your first appointment with NAPA, please download and complete the following patient forms: The New Patient 
Registration Packet, and an Authorization to Release Information, if you want NAPA to coordinate your 
care with any other providers. The website information is: www.northalabamapsych.com. If you are unable to print 
forms, please inform us and we will assist you by mailing, emailing or faxing them to you. 

FOR OFFICE USE ONLY: 
Date Verified:  REF Call# 

Provider Services# (We bill as PROFESSIONAL) 

Preauthorization Required? If YES with who? 

Auth# 

Is there a Visit Limit?  if YES, # of visits authorized per calendar year 

Co-pay $  or Co-insurance $ 

Deductible $ /Met$ Any Deductible Remaining $ 

Does the Deductible apply to outpt Mental Health? 

Are these Providers Covered: M.D.  LICSW  LPC CRNP 

Intake CPT Codes: 90791 90792 99205 

Follow-up CPT Codes: 99212-99215 90833-90836 Additional CPT Codes: 

mailto:OFFICE@NORTHALABAMAPSYCH.COM
http://www.northalabamapsych.com/
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