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CLIENT REGISTRATION FORM
	Client Name:

	Intake Date:

	Date of Birth:

	*SSN:

	Address: 

	City:                                       State:                             Zip Code:

	Email:

	Home Phone:                                               Cell Phone: 

	Preferred Method of Contact:

	Emergency Contact:                                    Phone: 

	Relationship:

	Insurance Plan and Policy No:

	Insurance Subscriber’s Name and Date of Birth:

	Pharmacy Name:                                  Pharmacy Number: 


Consent for Treatment: 

I, ​____________________, give consent to be treated as a client by ____________________. 
 (Parent if under the age of 18)

Signature​​​​​​​​​​​​​____________________________
Date___________________
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