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Client Registration 
 
 
Date:__________________ 
Caller:____________________________________________ 
Identified Patient:_____________________________________ DOB:___________ 
SS#:________________ 
Address:____________________________________________ 
City_________________________________ State:__________ Zip:____________ 
Telephone:__________________________ Work:______________________ 
Cell:___________________ 
Male______ Female_____      
Marital Status:__________________________________________ 
 
Presenting Problem/Information:________________________________________________ 
_____________________________________________________________________________ 
_____________________________________________________________________________ 
_____________________________________________________________________________ 
Drugs of Abuse:________________________________________________________________ 
 
Primary Health Insurance:______________________________________________________ 
Employer:_____________________________________________________________________ 
Group #:___________________________________   Policy #:___________________________ 
Subscriber’s Name:__________________________   Relation:_________________________ 
Subscriber’s Address:______________________________________________________  
City:__________________________________ State:_________ Zip:______________ 
Subscriber’s SS#:__________________________ Telephone:__________________  
Work:________________ 
 
Benefit Coverage:______________________________________________________________ 
Insurance Billing Address:_________________________________  
City:_____________________________State:______ Zip:_____________ 
 
Calendar Year Max:______________________  Total Allowed:________________________ 
Co-Pay:________________________________________ 
 
Number of Authorized Allowed:____________________ 
Authorization #:_________________________________ 
 
Date of first Appointment:_________________________ 
 


