
Client Registration

Client Name: _____________________________________ Date: _________________

Address: _________________________ City: __________ State: _____ Zip: _______

Birthdate: _____________________ Age: __________________

Home Phone: _____________ Cell Phone: _____________ E-Mail: _______________

Employer or School: _____________________________________________________

Single: _____ Married: _____ Divorced: _____ Widowed: _____

Referred by: _________________________ Referral Phone: ____________________

PCP Name: __________________________ PCP Phone: _______________________

Psychiatrist Name: ____________________ Psychiatrist Phone: ________________

Medications: ___________________________________________________________

Areas to Address in Therapy: _____________________________________________

_______________________________________________________________________

Name of Person Responsible for this Account: ______________________________

Address: ______________________ City: ____________ State: ______ Zip: _______

Home Phone: _____________ Cell Phone: _____________ E-mail: _______________

Spouse or Significant Other Name: ________________________________________

Address: _____________________ City: ___________ State: ________ Zip: _______

Home Phone: _____________ Cell Phone: _____________ E-mail: _______________


