REGISTRATION FORM
	

Client Name: _____________________________________________________________________________

Address: _________________________________________________________________________________

City, State, Zip: ___________________________________________________________________________

Contact Info: 	Home: ________________________   Cell: __________________________  
Email: _________________________

Birth Date: _________________________________  Age: _____________________________

Employer Name: ___________________________________________________________________________


Please circle your response to the following questions: 

May I call you at home?		Yes      No		May I leave a message at home?	Yes  	No
May I call you on your cell? 		Yes      No		May I leave a message on cell? 	Yes      No

Would you like an appointment reminder?  Yes 	 No    	Method of reminder:     email       text         call

Emergency Contact:    Name: __________________________________  Phone: ________________________

Insurance Information

Primary Insurance: 	_______________________________________________________________________
	Policy Number: __________________________________  Group Number: ______________________
	Policy Holder: ___________________________________  Date of Birth: ________________________
	Employer:       ________________________________________________________________________

Secondary Insurance: ________________________________________________________________________
	Policy Number: __________________________________  Group Number:_______________________
	Policy Holder: ___________________________________  Date of Birth: ________________________
	Employer: ___________________________________________________________________________

Primary Care Physician: __________________________________Phone: _____________________________
	
Medications: _______________________________________________________________________________

Referred by:  ______________________________ Reason for referral:  _______________________________

May I acknowledge the person who referred you with a general thank you note?          Yes   	    No

“I authorize Amy Borgman PhD to contact my insurance company in order to verify insurance benefits. I authorize the release of any medical information necessary to my insurance company and the Payment of Benefits to the Provider for services received”.


[bookmark: _GoBack]Signed:   ____________________________________________  Date: ________________________________
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