KIPP New Orleans Schools  
Richard Costa, Psy.D., MP (Louisiana Licensed Psychologist #946, Medical Psychologist MP.0022) 6221 No. Claiborne Ave., Ste. 201, New Orleans, LA 70125
Telephone: (504) 491-0489; Fax: (888) 568-9274; Email: drrickcosta@gmail.com; Website: www.drrickcosta.com

NEW PATIENT REGISTRATION

	Patient Information (Who is Receiving Services?): 

Child’s Full Name: ____________________________________  
Address: ____________________________________________  
City:  ____________________State  _____   Zip ____________
Phone (Home)_______________(Cell) ____________________
Work ________________ Email _________________________
Date of Birth: ______________________    Age: ____________ 
Marital Status   ______________________________	_________ 
Patient Social Security #: ________________________________ 
Patient Driver’s License #:  ______________________________
School: _____________________________________________
Grade: ______________________________________________
Years Retained: _______________________________________
     If applicable:
Employment:  Full/Part-time:  ____________________________
Employer/Occupation: __________________________________
Employer Address:_____________________________________
Employer Phone: ______________________________________
Referred By: __________________________________________
Phone/Address:  _______________________________________
           
	Parent/Caregiver Information:

Name: _______________________________________________
Address: _____________________________________________ 
City:  ___________________State  ______   Zip _____________  
Phone (Home) ________________(Cell)  ___________________ 
Work ________________ Email __________________________
Caregiver(s)  Date of Birth:__________________ Age: _______ 
Relationship to Child:  _________________________________
Social Security #:  _____________________________ 
Driver’s License #: ____________________________ 
Employment:  Full/Part-time:  ____________________________
Employer/Occupation: __________________________________
Employer Address:  ____________________________________
Employer Phone: ______________________________________
Emergency Contact(s): _________________________________   
    

	
	

	
	


INSURANCE INFORMATION (If applicable)
Insurance Company Name: _____________________________________________________________________________________ 
Office Visit Co-pay Amount: _________________________________ Deductible Amount: _________________________________ 
Address: ____________________________________________________________________________________________________ 
Phone #: ______________________________________  Email________________________________________________________ 
Policyholder Name & Address (if different from above): ______________________________________________________________ 
Date of Birth: ____________________________  Relationship to Patient:________________________________________________ 
Employer:___________________________________________________________________________________________________ 
Member ID #:________________________________________ Group #: ________________________________________________ 

AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION: I authorize any holder of 
medical information about me to release said information requested by insurance companies with whom I 
have coverage or any public agency and its agents to determine benefits for services provided or benefits for 
related services.  I request that you file insurance claims for the services rendered, and will provide all 
necessary information for you to do so.    YES__________  NO ___________



BY SIGNING BELOW, I AGREE THAT THE INFORMATION ABOVE IS CORRECT TO THE BEST OF MY KNOWLEDGE.



____________________________________________________________	___________________________________________ 
Signature of Patient (If minor, signature of responsible person)          Date   	Witness					     Date    		 

		Revised 10/9/14
