
Patient Registration Form  Rev 10/05 

Comprehensive 
Counseling Services 

Patient Registration 
Please Print 
Patient Name_______________________________________________________________________________________________ 

Last    First   Middle 

 

Address_______________________________________________________City_______________________Zip_______________ 

 

Home Phone__________________________Work______________________Ext__________Cell___________________________ 

 

Birthdate_________-______-________Social Security #_______-_____-________ Gender________Marital Status_____________ 

 

Employer__________________________________________________________________________________________________ 

 

Referred by________________________________Emergency Contact_________________________Phone__________________ 

 

If the patient is a child, please give additional information: 

Mother/Guardian’s Name_________________________________Father/Guardian’s Name________________________________ 

 

Are biological parents:  ! Married !  Separated !  Divorced !  Other 

 

Who has legal custody of the child?_____________________________________________________________________________ 

 

Child lives with______________________________________Relationship_____________________________________________ 

Child is carried on the insurance of (Please check all that apply): 

! Biological Mother    ! Biological Father    ! Step Mother    ! Step Father    ! Grandparent    ! Adoptive Parent    ! Other 

 

Do You Have Insurance Coverage?  ! Yes  ! No 

Primary Insurance Information: 

 

Insurance Company Name____________________________________________________Phone___________________________ 

  

Subscriber______________________________________________Subscriber’s Birthdate_________________________________ 

 

Address if different than above____________________________________City/State/Zip_________________________________ 

 

Member ID #__________________________________Group #_________________________Effective Date__________________ 

 

Relationship___________________________________________Subscriber SS #________________________________________ 

 

Subscriber’s Employer_______________________________________________________________________________________ 

 

Secondary Insurance Information: 

 

Insurance Company Name_________________________________________________Phone______________________________ 

 

Subscriber____________________________________________________Subscriber’s Birthdate___________________________ 

 

Member ID #________________________________Group #_________________________Effective Date____________________ 

 

Do you or your partner have any other insurance coverage:   ! Yes ! No 

 

 

The above information is correct and all insurance information is listed. 

 

Date_______________________   Signed  


