
 

Renee B. Gusman, LPC •  Phone 504-813-0951 •  Fax 504-486-7595  
 

Patient Application   Date: ____________ 

 

Patient’s Name: ________________________________________________________________ 

                                      (Last, Suffix)                                 (First)                                               (M.I.) 
 

Phone Number: _______________________ Date Of Birth: _________________ Gender: ____ 
 

Social Sec #: ________________________________ Marital Status: ___________________ 
 

Address: ______________________________________________________________________ 

(Street)                                                   (City)                             (State)                  (Zip) 

 

If Minor, School Name: ___________________________________________________________ 
 

Parent/Guardian’s Name_______________________________  Phone Number _____________ 

       (Last, Suffix)                       (First)   

 

Primary Insurance Company: ______________________________________________________ 
 

Insured’s Name: __________________________________ Insured’s DOB: _________________ 
 

Insured’s Address:_____________________________City/State/Zip:______________________ 
 

Subscriber ID/Soc Sec #: ___________________________ Insurance Phone: ________________ 
 

Secondary Insurance Company: ____________________________________________________ 
 

Insured’s Name: __________________________________ Insured’s DOB: _________________  
 

Subscriber ID/ Soc Sec #: ___________________________ Insurance Phone: _______________ 
 

 

 

Emergency Contact: ________________________________________________________ 
 

Relationship: _______________________________ Phone: ________________________ 
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