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Broad Ripple Therapy Associates
Carla Trusty-Smith, PhD, LMHC, LCAC

Therapist Name Carla Trusty-Smith, PhD, LMHC, LCAC

Date of first session / /

First name

Last name

Address

City/State/Zip

Email address

Mobile phone - -

Work/Home phone (optional) - -

Birth date (MM/DD/YY) / /

Gender

Marital status

Employer

KR KK

If you would like Broad Ripple Therapy Associates to bill your insurance, please complete the
section below. (If insurance information is not provided, clients are considered private pay.)

Insurance Name

ID#

Group #

If the insurance holder is different from the client above, please complete the section below.

Insurance holder name

Address of insurance holder

Employer

Insurance holder birth date / /

Relationship to client
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