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Registration

Please fill out as completely as possible. It will help me in our work together. Information is confidential as outlined in the Office Policy form and the HIPAA Notice of Privacy Practices. If you do not desire to answer any question, merely write, "Do not care to answer." Please print or write clearly and bring it with you to the first session.
CLIENT INFORMATION
CLIENT’S FULL LEGAL NAME:________________________________GENDER: __________ AGE:________

DATE OF BIRTH/PLACE OF BIRTH:  ____________________________________________________________ 

ADDRESS:   _______________________ CITY:_______________ STATE____ ZIP:________

Home Phone ______________ Cell Phone:_______________ Work Phone: ________________

EMPLOYER (SCHOOL FOR CHILD):____________________ OCCUPATION (GRADE IF CHILD)_____________

SOCIAL SECURITY#:_________________ MARITAL STATUS:____ PARTNER NAME(PARENT IF CHILD):____

Insured’s Information
Full Legal Name_______________________ Date of Birth________ Social Security #_______

[bookmark: _GoBack]Home Address_________________________ City________________ State____ Zip_________

FOR CONFIDENTIAL/PRIVATE MESSAGES: Phone #______ Email: ______ Text: _______

HIGHEST GRADE/DEGREE: ___________ TYPE OF DEGREE: _______________________

PERSON & PHONE NO. TO CONTACT IN EMERGENCY: ___________________________

REFERRAL SOURCE: __________________________________________________________

OCCUPATION (former, if retired): ________________________________________________

INSURANCE INFORMATION
COMPANY NAME: ____________________________________________________________
	
 NAME_____________________________ DOB: ____________________________________

MEMBER ID:___________________________ GROUP ID:____________________________

BEHAVIORAL HEALTH PHONE NUMBER: ______________________________________

PRESENTING PROBLEM (be as specific as you can: when did it start, how does it affect you.): ______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________
Estimate the severity of above problem: Mild ____ Moderate ____ Severe ___Very severe ____

Reason for seeking therapy (briefly):
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What symptoms or changes have you noticed?
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
When did you first notice these changes?(approximately): _______________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What is your hope for the outcome of therapy services?
______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________
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