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Fellowship Hall Inquiry Form


Who Referred You to FH?         Ph:      
Patient Full Name / Nickname:                                                                    

Address:                                                                   

City:       St:          Zip:                   

Phone: (H)      (C)        (W)       

SSN:       Sex:        Race:                 

Marital Status - M FORMCHECKBOX 
/S FORMCHECKBOX 
:  Date of Birth:        Age:            

Employer/School:        Address:                           

City:       St:       Zip:       Ph:      
Family Physician:       Ph:      
Psychiatrist:       Ph:      
Psychologist / Counselor:       Ph:                                                                       

Emergency Contact Name:       

Address:       

City:       St:      Zip:      
Ph: (H)      (C)       (W)                    

Relation to Patient:  FORMDROPDOWN 
      
Previous Treatment:   * Type (I FORMCHECKBOX 
/O FORMCHECKBOX 
):   From:      To:       

* (Inpatient / Outpatient)    

At:                                         

City:       St:                                                 

Reason for treatment:       Length of Stay:                      

Previous Treatment:   * Type (I FORMCHECKBOX 
/O FORMCHECKBOX 
):   From:      To:       

* (Inpatient / Outpatient)    

At:                                         

City:       St:                                                 

Reason for treatment:       Length of Stay:                      

Additional Info/ Comments:      
Current physical health / Medical Problems:      
Suicidal (Y FORMCHECKBOX 
/N FORMCHECKBOX 
)  Violent (Y FORMCHECKBOX 
/N FORMCHECKBOX 
)

Psychiatric Diagnosis (if any):      
Any history of Eating Disorder? Anorexia  FORMCHECKBOX 
 / Bulemia  FORMCHECKBOX 
 

If YES, explain- When, Treatment, Last Purge…       

Self Injury ?/ Cutting FORMCHECKBOX 
, Burning FORMCHECKBOX 

If YES, explain      
Allergies:      
Medications:                                                                                

Ever attended Alcoholics Anonymous or Narcotics Anonymous? AA FORMCHECKBOX 
 / NA FORMCHECKBOX 

If YES, explain:                                                                         

Brief history of drug / alcohol use /  abuse in lifetime, and then most recent usage. Amounts, frequency, negative consequences - physical, mental, legal. :  

       

Additional Information:

     
Insurance Verification

	DATE:      
	INTAKE:   FORMCHECKBOX 
YES    FORMCHECKBOX 
NO
	BEDSHEET: FORMCHECKBOX 
YES  FORMCHECKBOX 
NO DATE:      

	INSURANCE CO.:  FORMDROPDOWN 
        
	PHONE:       

	POLICY HOLDER:      
	ID#:      

	EMPLOYER:      

 FORMDROPDOWN 

	GROUP #:      

	D.O.B.:      
	SSN:      

	PATIENT:       
	RELATIONSHIP:  FORMDROPDOWN 

	D.O.B:        

	ALCOHOL:  FORMCHECKBOX 
     DRUG:      
	SSN:      

	INSURANCE REP.:      
	DATE:      
	FH EMP:  FORMDROPDOWN 


	EFFECT. DATE OF POLICY:       
	PRE-EXIST:       DEF.:      

	1.
	DETOX
	DEDUCT:      
	MET:        
	CO PAY:      
	PER:        

	
	ROOM:          
	MISC:      
	DR:             
	DAYS:      

	2.
	INPATIENT
	DEDUCT:      
	MET:       
	CO PAY:      
	PER:        

	
	ROOM:          
	MISC:      
	MISC:          
	DAYS:      


	3.
	PARTIAL
	DEDUCT:      
	MET:       
	CO PAY:      
	PER:         

	
	     
	DAYS:      
	$ LIMIT:      

	4.
	IOP
	DEDUCT:      
	MET:       
	MISC:          

	
	     
	VISITS:      
	$ LIMIT:      

	COMMENTS:      

	PRIOR TX.:      

	BENE’S USED:      
	LIFE MAX:      
	YEAR MAX:      
	OOP:      MET:     

	ADDRESS:         

	PRE-CERT REQUIRED:   ******* DTX  FORMCHECKBOX 
  - IPT  FORMCHECKBOX 
  - PH  FORMCHECKBOX 
  - IOP  FORMCHECKBOX 
  *******

	REVIEW CO.:  FORMDROPDOWN 
          
	PHONE:       

	REFERRAL SOURCE:      
	PHONE:       

	PERSON CALLING:      
	RELATIONSHIP:       

	PHONE:     H-      
	W-      
	C –      
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