
CHILD & ADULT PSYCHIATRISTS OF THE PENINSULA (CAPP) 
 

P A T I E N T   D A T A   S H E E T 
 

The information listed below will be used by CHILD & ADULT PSYCHIATRISTS OF THE PENINSULA (CAPP) for 

billing purposes only.  All information is kept in strict confidence. 
 (Please print) 

[A]  PATIENT INFORMATION:  This section pertains to the patient.  If the patient is a minor or dependent, 

information about the parents is also required (Section B). 
Referred by 

 

Referred to (CAPP Therapist/Physician Name) 

 

Today’s Date 

         /         / 
Patient’s Name (last, first, m.i.) 

 

Date of birth 

         /        / 
Address 

 
City State Zip 

Home phone 

(        ) 
Cellular phone  (OK to text?    Y  /  N  ) 

(        ) 
E-mail 

Fax number 

 (                ) 
Sex     Male        

             Female 

Marital Status   Single           Married 

                        Divorced        Widowed 

Employer  (If patient is a student, list name of school here) 

 
Business phone 

(        ) 
Employer address, city, state, zip 

 
Spouse Name 

 
E-mail  Date of Birth 

        /        / 
Spouse Employer 

 
Business or Cellular phone 

(        ) 
Spouse Employer address, city, state, zip 

 
 

[B]  IF THE PATIENT IS A MINOR OR DEPENDENT, PARENTS COMPLETE THE FOLLOWING: 
  

MOTHER’S Name (last, first, m.i.) 

 
FATHER’S Name (last, first, m.i.) 

Address (if different than above) 

 
Address (if different than above) 

 
City 

 
State Zip City State Zip 

Date of Birth 

        /        / 

E-mail  Date of Birth 

       /       / 

E-mail 

Home phone or fax number 

(        ) 
Cellular phone (ok to text?Y/N) 

(       ) 
Home phone or fax number 

(       ) 
Cellular phone (ok to text?Y/N) 

(       ) 
Employer 

 
Employer 

 

Business phone 

(       ) 
Occupation Business phone 

(       ) 
Occupation 

Parents’ Marital Status to each other:   Married   Separated   Divorced   Other: 

If parents are separated or divorced, check here if each parent should receive a copy of the monthly bill:     
 

(continued on other side) 
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[C]  FINANCIAL RESPONSIBILITY:  The person who signs the financial responsibility agreement is 

responsible for payment of the account.  All bills and correspondence will be directed to the following individual, unless otherwise specified. 
Name 

 
Daytime phone 

(        ) 
Address 

 
City State Zip 

 

[D]  INSURANCE:  It is the policy of CAPP not to file claims unless required to do so by contractual agreement 

with the insurance company.  Please complete this section, or furnish your insurance ID card for photocopying. 
Insurance Company 

 
Insured / Policyholder’s Name 

 
ID / Subscriber Number 

Group Number 

 
Provider / Customer Service Phone Number 

(        ) 
 

[E]  EMERGENCY INFORMATION:  In case we are unable to contact you at one of the numbers indicated on 

page 1, please list the nearest relative or close friend NOT living with you. 
Name 

 

Relationship to patient Daytime phone 

(        ) 
[F]  I CERTIFY THAT I HAVE BEEN INFORMED AND UNDERSTAND THAT MY CAPP PHYSICIAN 

IS LICENSED AND REGULATED BY THE MEDICAL BOARD OF CALIFORNIA (TO CHECK UP ON A 

LICENSE OR TO FILE A COMPLAINT GO TO:  WWW.MBC.CA.GOV  OR EMAIL: 
LICENSECHECK@MBC.CA.GOV OR CALL (800) 633-2322). 
Guarantor Signature 

 

Relationship to patient Date 

 
 

[G]  I CERTIFY THAT I HAVE BEEN PROVIDED INFORMATION ABOUT, AND A WRITTEN COPY OF, THE CHILD & 

ADULT PSYCHIATRISTS OF THE PENINSULA (CAPP) NOTICE OF HEALTH INFORMATION PRIVACY 

PRACTICES AND HOW THIS PERTAINS TO PROTECTED HEALTH INFORMATION (PHI). I ALSO CERTIFY THAT I 

HAVE RECEIVED THE FOLLOWING NOTICE INCLUDING A WRITTEN COPY: “THE OPEN PAYMENTS DATABASE IS A 

FEDERAL TOOL USED TO SEARCH PAYMENTS MADE BY DRUG AND DEVICE COMPANIES TO PHYSICIANS AND 

TEACHING HOSPITALS. IT CAN BE FOUND AT  HTTPS://OPENPAYMENTSDATA.CMS.GOV “ 
Guarantor Signature 

 

Relationship to patient Date 

 
------------------------------------------------------------------------------------------------------------------------------------- 

 
For CAPP use only: 

 

Child & Adult Psychiatrists of the Peninsula has made a good faith effort to obtain the above acknowledgement.  At this 

time, the following circumstances exist: 

 

 The guarantor or patient declines to sign 
 

 The patient is not able to sign and there is no legal representative available 

 

 

____________________ _____________  ______________________________________________ 

Date    Time   Signature of CAPP employee 

http://www.mbc.ca.gov/
mailto:licensecheck@mbc.ca.gov
https://openpaymentsdata.cms.gov/
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