
REGISTRATION FORM: 
 
 
Name _______________________________________________ 
 
Date of Birth ____________________ 
 
Gender ________________ 
 
Marital Status _________________ 
 
Employment Status (circle)    Employed     Unemployed     Student     Other 
 
Address _______________________________________________________________ 
 
Best Phone _________________________ 
 
Okay to leave message/text? (circle)   Yes   No 
 
Email _____________________ 
 
Reason for seeking our services ______________________________________________ 
 
________________________________________________________________________ 
 
Health Insurance Company ____________________________________________ 
 
Member ID Number ____________________________ 
 
Group Number ______________________ 
 
Name of Policy Holder (if other than client) ___________________________________ 
 
Policy Holder’s Date of Birth _____________________ 
 
Policy Holder’s Gender __________________ 
 
Policy Holder’s Address ___________________________________________________ 
 
Policy Holder’s Phone _________________________ 
 
Client’s Relationship to Policy Holder ______________________________ 
 
If you are using Tricare insurance, please provide your Primary Care Provider’s name and 
National Provider Identification number _____________________________________________ 
 
_______________________________________________ 
 
If you are using Medicare and have a secondary insurance, provide the information below: 
 
Health Insurance Company ____________________________________________ 



 
Member ID Number ____________________________ 
 
Group Number ______________________ 
 
Name of Policy Holder (if other than client) ___________________________________ 
 
Policy Holder’s Date of Birth _____________________ 
 
Policy Holder’s Gender __________________ 
 
Policy Holder’s Address ___________________________________________________ 
 
Policy Holder’s Phone _________________________ 
 
Client’s Relationship to Policy Holder ______________________________ 
 


