
SAPIA PSYCHOLOGICAL ASSOCIATES, INC. 

JENNIFER SAPIA, Ph.D.  
REBECCA HEDGECOCK, MA, NCC, LPC 

ROBIN NELSON, MA, LPC 

Dawn Discenza, LPC 
4320 Southport-Supply Rd, Suite 200 

Southport, NC 28461 

Phone: 910-457-0800 Fax: 910-457-1072 

 

REFERRAL/CONSENT FOR MENTAL HEALTH SERVICES 
 

PATIENT INFORMATION: 

 

NAME: __________________________________  DATE OF BIRTH:_________________________ 

 

SSN:____________________ GENDER: _____________ MARITAL STATUS___________________ 

 

PHYSICAL ADDRESS:_____________________________________)__________________________ 

 

MAILING ADDRESS:_________________________________________________________________ 

 

PHONE: HOME:_____________________ WORK:___________________CELL:_________________ 

 

EMPLOYMENT:   YES_______   NO______ 

 

LEGAL GUARDIAN (if minor child):________________________________ PHONE: _____________ 

 

ADDRESS:____________________________________________________________________________ 

 

EMERGENCY CONTACT:______________________________________________________________ 

 

EMERGENCY PHONE #: ______________________________________________________________ 

 

INSURANCE INFORMATION: 
 
PRIMARY INSURANCE _____________________________  SECONDARY INSURANCE____________________________________ 

 

POLICY#:__________________________________________  POLICY#____________________________________________________ 

 

POLICY HOLDER NAME:____________________________  POLICY HOLDER NAME:_____________________________________ 

 

RELATIONSHIP:____________________________________  RELATIONSHIP:_____________________________________________ 

 

POLICY HOLDER DATE OF BIRTH:___________________   POLICY HOLDER DATE OF BIRTH:____________________________  

 

EFFECTIVE DATE:___________ COPAY AMOUNT:_______ EFFECTIVE DATE:___________________ COPAY AMOUNT:_______ 

 

AUTHORIZATION #:________________________________   AUTHORIZATION #:_________________________________________ 

    

NUMBER OF VISITS__________________:______________  NUMBER OF VISITS_______________:__________________________ 

 

REFERRAL SYMPTOMS: 

________________________________________________________________________ 

 
_____________________________                                  _________________________ 

   Signature of responsible party                                                             Date 

* Please attach photocopy of front and back of insurance card 


