Registration
Pamela J. Kowal, MS, LMFT
Integrative Psychotherapist

Initial date of service: _______________

Name:  ________________________________________________________________________________________________

Address:  _____________________________________________________________________________________________

Number  to leave a confidential message/text: _________________________________________________

Email address: _______________________________________________________________________________________


____ I am choosing to pay at the time of my service. By choosing this private pay option, I understand that Pam does not provide diagnoses or superbills, or share notes/consult with other providers on your behalf. She will provide a receipt if requested.  
 
____ I am choosing to use my Health Partners insurance. I agree to pay the co-pay and/or deductible due at time of service, and I am responsible for knowing what my benefits are. Here is the following information to be billed: 

ID number ______________________________________________________________________

Group ID number ______________________________________________________________

Policyholder’s name  __________________________________________________________

Date of birth  of policyholder _________________________________________________

Diagnosis (to be filled out by therapist) _____________________________________

I understand I am responsible for all payments at the time of service: 

Signature: ____________________________________________________________________________________________

Date: __________________________________________________________________________________________________ 

