Amber Fry Counseling, PC
1710 N. 144th St. * Suite 4 * Omaha, NE * 68154
Phone: (402) 315-3522
 (
Contact Information:
Home Phone: _______________________
Cell: ______________________________
Mom work #: _______________________
Employer:  _________________________
Cell #: _____________________________
Dad work #: ________________________
Employer: _________________________
Cell #: _____________________________
Step-Parent: ________________________
Employer:  _________________________
Work #: ____________________________
Cell #: _____________________________
Preferred contact
 Phone #: ___________________________________
Email 
address
:
___________________________________
)Registration Information
PERSONAL INFORMATION:
   (Complete on behalf of the Client)	                         
Name: _________________________________________________
                     First		            M.                                           Last
DOB: ___________  Male         Female   	      SS#: ________________	
      	
Street Address: ____________________________________________
City: _________________________State: _______ Zip: ___________

If a student, your school:  _____________________________________
              
Marital status (circle):    single   married   divorced    widow
 
How did you hear about us? _______________________________
PERSON(s) RESPONSIBLE FOR THIS ACCOUNT:
Name: ________________________________DOB: ______________ Phone: ____________
Address: _______________________________________ SS#: _______________________
FAMILY MEMBERS/SIBLINGS:
Name: ________________________DOB:_________  Name: ________________________ DOB:__________ 
Name: ________________________DOB:_________  Name: ________________________ DOB:__________ 
Name: ________________________DOB:_________  Name: ________________________ DOB:__________

EMERGENCY CONTACT:____________________________ PHONE:________________________________

Family Physician:  ___________________________ Phone: __________________ Okay to Contact? _____
Medication/Dosage:______________________________________________________

INSURANCE:        Do you wish this office to file claims?      Yes        No
Primary Insurance (Name & Address): _____________________________________________________
	Name of Subscriber:_________________________________________  DOB: ______________
	ID#: ___________________ Group#: _________________ Employer: ____________________
Secondary Insurance (Name & address): ___________________________________________________
	Name of Subscriber: _______________________________________  DOB: ________________
	ID#: ___________________ Group#: ________________Employer: _____________________

 ASSIGNMENT OF INSURANCE BENEFITS:
          I hereby authorize Amber Fry Counseling, PC to release information necessary to process insurance claims relating to my treatment.
          I authorize my insurance company to pay directly to Amber Fry Counseling, PC all benefits otherwise payable to me. 
          I will be responsible for all expenses related to treatment not paid under this plan(s).

Client signature: _______________________________________  Date: _________________
[bookmark: _GoBack]Guardian (if  a  minor):  _______________________________________Witness:  __________________________
