Tressa Ryan Counseling
Registration Form

 Date ____________________

Client’s Name _____________________________ DOB_____________________
Address _____________________________	 Phone (h) ________________
____________________________________	 Phone (w) ________________ 
 Phone (c) ________________

Email: ______________________________ May I send you emails? ___Y  ___N

Marital Status: [ ]Single, [ ]Married, [ ]Separated, [ ]Divorced, [ ] Widowed How long?__

Name	 - those living at home		 Age 				Relationship
_______________________________________________________________
_______________________________________________________________
_______________________________________________________________
_______________________________________________________________
_______________________________________________________________
Occupation ___________________________        Employer_____________________
Church Attending (if any) __________________
Emergency Contact ________________________Phone_____________________
Primary Physician _________________________Phone ____________________
Date of Last Physical __________ 		         OK to leave message? __ Y __N
Relevant Medical Issues ______________________________
Medications____________________________________________________________________________________________________________________________________________________________________________________________
Current concerns or symptoms prompting treatment _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________
__________________________________________________________________
Whom may I thank for referring you? _________________________________

Primary Insurance
Name of company ______________________ Subscriber ____________________
Address ______________________________ Subscriber.s DOB ______________
Insurer’s telephone # ____________________Employer _____________________
ID/Certificate # ________________________Group # ______________________

Please provide this information for any secondary insurance carriers on the back of this form

