
TRIANGLE CENTER FOR EMOTIONAL WELLNESS, PLLC 
 

DEMOGRAPHIC INFORMATION 

 

 

 

 

 

 

PRIMARY INSURANCE 

SECONDARY INSURANCE 

Insurance Plan Name:______________________________________________________________________ 
 

Policy Holder’s Name:_____________________________________________________________________ 
 

Subscriber ID#:_____________________________________ Group #:______________________________ 
 

Policy Holder’s Social Security #:______-______-______ Policy Holder’s Date of Birth:________________ 
 

Relationship to Insured:_______________________                               Co-Payment:___________________      
 

Pre-Authorization #:_______________________________________________________________________ 

Please print all items clearly Today’s Date:______________ 

Name:__________________________________________________________________________________ 
  (First)                                                                                   (M.I.)             (Last)  
 

Address:________________________________________________________________________________ 
      (Street) 
 

       ________________________________________________________________________________ 
      (City)                                                                                   (State)                           (Z ip) 

 

Home Phone:_________________  Cell Phone:__________________  Work Phone:___________________ 

 

Date of Birth:______________  SS #:______ - ______- ______  Gender:_____  Marital Status:__________ 
    (mm/dd/yyyy) 

      

Employer:__________________________________________________________________________ 

 

Referred by:_____________________________________________________________________________ 

 

Contact Person in case of emergency: _________________________________ How Related:____________ 

  Home Phone:_________________  Cell Phone:__________________  Work Phone:__________________ 

 

Primary Care Physician:___________________________________________________________________ 

  Address:_______________________________________________________________________________ 

  Phone Number:_________________________________________   

DX:  ______________________________________ (For Office Use Only) 

Insurance Plan Name:______________________________________________________________________ 
 

Policy Holder’s Name:_____________________________________________________________________ 
 

Subscriber ID#:_____________________________________ Group #:______________________________ 
 

Policy Holder’s Social Security #:______-______-______ Policy Holder’s Date of Birth:________________ 
 

Relationship to Insured:_______________________                               Co-Payment:___________________      
 

Pre-Authorization #:_______________________________________________________________________ 

Shelda Abdur-Razzaq, MA, LCMHC, CEAP 


