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Client Registration Form 

Date: ___/___/___  Last Name: ________________________  First Name: ________________________   

DOB: ___/___/___  Age: _____  Marital Status:   Single   Married   Divorce/Separated   Widowed 

If married, spouse’s name: ______________________________________________________________     

Sex:   Female  Male  Other ___________      Ethnicity/Race: Hispanic origin?  Yes  No 

 Latino  Black/African-American Asian/Pacific Islander  White/Caucasian  Other_______________   

Address: _____________________________________________________________________________ 

  Street    City   State  Zip Code 

Phone: (____)____________ May I contact you and leave messages at this phone number?  Yes  No 

SSN: _____-____-________ Referred By: ___________________________________________________  

Occupation: ______________________________  # Years of Education/Degree: ___________________ 

Emergency Contact/Relationship: ________________________ Emergency Phone: (____)___________ 

Employer: ____________________________________ Employer Phone Number: (____)____________ 

Employer Address: ____________________________________________________________________ 

  Street     City   State  Zip Code 

Insured Individual: _____________________________ Relationship to Client: _____________________ 

Insurance: __________________________ Policy/Identification Number: ________________________ 

Group Number: ______________________________ Insurance Phone Number: (____)____________   

Primary Care Physician: _________________________________ Last Appointment Date: ___/___/___   

 Address: _____________________________________________________________________________ 

  Street    City   State  Zip Code 

Physician Phone: (____)____________ Can we consult with your primary care physician?   Yes  No 

Is there anyone else you would like to involve in your care?     Yes  No     If so, complete below. 

Name/Relationship: ___________________________________________  Phone: (____)____________ 

 Address: _____________________________________________________________________________ 

  Street    City   State  Zip Code 


