
      DATE_____________   

CLIENT REGISTRATION 

PERSONAL INFORMATION 
NAME____________________________________________________________________________________ 
                  Last                                              Middle       (Maiden)                         First 
STREET 
ADDRESS________________________________________________________________________________ 
CITY_________________________________ STATE___________________ ZIP 
CODE______________ 
HOME PHONE ______________________  WORK_____________________ 
CELL_________________________ 
E-MAIL___________________________________________________________________________________  
GENDER____________________SS#________________________________DATE OF 
BIRTH___________________ 
MARITAL STATUS______________________________ 
OCCUPATION________________________________ 
EMPLOYER________________________________________________________________________________ 
SPOUSE/SIGNIFICANT 
OTHER:_____________________________________________________________________ 
EMERGENCY 
CONTACT_____________________________________RELATIONSHIP__________________________ 
EMERGENCY CONTACT PHONE 
NUMBER_____________________________________________________________ 

RESPONSIBLE PARTY (IF DIFFERENT THAN CLIENT) 
NAME___________________________________________________________________________________ 
 Last    Middle     First 
RELATIONSHIP TO 
CLIENT_______________________________________________________________________ 
STREET 
ADDRESS________________________________________________________________________________ 
CITY________________________________________STATE___________________  ZIP 
CODE_________________ 
SS#_____________________________________ 
EMAIL_____________________________________________ 
EMPLOYER_______________________________________    
OCCUPATION_________________________________ 
HOME PHONE________________________  WORK_______________________ 
CELL_________________________ 

IN CASE OF EMERGENCY:  

C o n t a c t : _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ R e l a t i o n s h i p 
_____________________________________________   

  



Home phone: (_____)__________________Work phone: (_____)___________________ 

REFERRAL INFORMATION  

Reason for referral:________________________________________________________ 

Referred by (Please check one box):  Provider: ______________________________ 

 F a m i l y  F r i e n d  S e l f  S o c i a l M e d i a  A d v e r t i s e m e n t ( w h e r e ) 
Other___________________________________________________        

I authorize you to contact my referring provider to notify him/her that I have arrived to initial session.      
 
 Yes           No 
RELEASE OF INFORMATION 

Best contact number to reach you at: _____Home)   ______(Cell) ______(work) 
 (other):_________________________ 
May we leave message on voicemail? _____(yes)  _______(no) 
Do we have your permission to leave a message with anyone who might answer the phone number you 
have indicated?  _____(yes)  _____(no) 

I give Grey Muzzle Manor permission to discuss my care or release Private Health Information (PHI) to 
the following: 
Name     Relationship    Contact Information 
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
____________ 

Client or Legal Guardian 
Signature____________________________________Date_________________________ 
Printed Name:_________________________________________________________

  


