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Children’s Registration Form 2
|:| DX Code
|:| Date Therapist
Location
Patient’s Information
|:lpaltient Name (Print) D_Date of Birth
Last Name First Name Initial
|:|Street Address: Home Phone { }
City |:|State |:lZIP
Gender: I—-_-Lmale Mall;| |:| Age
Mother’s Name: Phone(s) (H/W/C):
|:lFather's Name: |:lPhone(s) (H/wW/Q):
DParent Address (if different): City. State Zip
Primary Insurance
Primary Insurance Company: |:|Phone { 1}

|:lAddress Ins Claim

|:| State

|:lpolicy/ID #

|:|City |:|Zip

|:lGroup/Plan #

(Policy Holder’s social security number.)
Policy Holder Information: (if the patient is not the employee/policy holder)

|:lName |:lRelationship

Last name First Name Initial
|:lAddress City. State _Zip |:|Date of Birth
|:|SOC. ec# D_Employer
Secondary Insurance
|:|Sec0r1dalry Insurance Company: |:| Phone{ }
|:lAddress— Ins.Claim D_City |:|State |:|Zip
Policy/ID # Group/Plan #

(Policy Holder’s social security number.)

Policy Holder Information

D_Relationship

Name
Last name First Name Initial
|:lAddress City State Zip |:lDOB
Responsible Party for Billing
|:lName |:lRelationship
|:lAddress: _D_Phone { 1}

DE—mail Address

Agreement and Release

, certify that I (or my child/guardian) have insurance coverage as noted above. I have directly authorized the healthcare provider listed above all
insurance benefits payable to me for services rendered. I understand that I am financially responsible for all charges my insurance did not pay. I hereby authorize the
healthcare provider to release all information necessary to secure the payment of benefits and to mail patient statements to me at my address. I authorize the use of my
signature on any insurance submissions.

Date

Name/Signature Responsible Party

Relationship
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