
Access Psychiatry     
www.psychiatristknoxville.com 
                                                                                    
301 Gallaher View Road Suite 102  Knoxville, TN 37919 

Phone: (865) 690-0962   Fax (865) 690-0995  

             226 Village Square Drive, Loudon TN 37774 

             Phone: (865) 446-0988 Fax (865) 657-3311 

 

 

Patient Registration 
 

Date _______     Name ____________________________ 

      Social Security Number ______________  

Preferred phone: __________________ (    ) cell   (   ) home   (   ) work   (   ) other 

 

OK to leave detailed messages on this phone?   (   ) yes   (   ) no 

 

Other phone: _______________ (   ) cell   (   ) home   (   ) work   (   ) other 

OK to leave detailed messages on this phone?   (   ) yes   (   ) no 

 

Appointment reminders by: (   ) phone ____________and/or email (   )_______________  

 

Mailing address: __________________________________________________________ 

Street address, if different: __________________________________________________ 

Age ____   Date of Birth ____________   Referred by: ___________________________ 

 

Address & Phone of referrer, if another provider: ________________________________ 

________________________________________________________________________ 

 

Current therapist, if not referrer: ______________________Therapist phone __________ 

 

Primary care provider: ___________________________ PCP phone ________________ 

PCP Address: ____________________________________________________________ 

 

Pharmacy used, if applicable: ___________________ Pharmacy phone: _____________ 

Patient employer: _________________________ 

Emergency contact (relationship & phone): ____________________________________ 

 

Person responsible for payment, if other than patient (please give address & phone): 

 

  Insurance Verification Acknowledgement (if applicable) 

I certify that the insurance information I provided is correct. I authorize the release of any 

information regarding my evaluation or treatment necessary to process the insurance 

claim. I authorize the release of pertinent information required by my Managed Care 

company for treatment plans and summaries. I authorize the payment of benefits to the 

provider for services provided. 

 

____________________________________ ______________________________

  Signature      Date    


