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Name(s) _________________________________________Date_________________________ 
   
Address_______________________________City___________________State_____________ 
 
Zip__________Phone(    )________________Cell Phone(   )____________________________  
 
Birthdate__________Age____Sex_________E-mail__________________________________ 
                                                                            Marital 
Social Security No.______________________Status____________Occupation____________ 
 
Employer or School____________________________________________________________ 
Address______________________________________________________________________ 
City_______________________State______Zip___________Phone (   )__________________   
 
Spouse or Guardians Name_____________________________Occupation_______________ 
Address__________________________City____________State__________Zip___________
Phone(   )_________________________Cell Phone (    )_______________________________ 
 
With whom do you reside?_______________________________________________________ 
 
Who is responsible for payment?________________________Relationship______________ 
Address__________________________City____________State__________Zip___________ 
 
Who referred you to me?________________________________________________________ 
 
Person to notify in case of emergancy___________________Relationship_______________ 
Address_________________________City_____________State_________Zip____________ 
Phone(    )_____________________________________________________________________ 
 

MUST BE COMPLETED IF USING INSURANCE 
 
Primary Insurance_____________________________________________________________ 
Address______________________________________________________________________ 
City_____________________State___________Zip______Phone(    ) ___________________ 
Insured’s name ___________________________________ SS No.______________________ 
Relationship to client___________________________________________________________ 
Group No.________________________Policy No.____________________________________ 
 
Secondary Insurance ___________________________________________________________ 
Address______________________________________________________________________ 
City____________________State___________Zip______Phone(    )_____________________ 
Insured’s name___________________________________SS No.________________________ 
Relationship to client___________________________________________________________ 
Group No._______________________Policy No._____________________________________ 
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