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NEW PATIENT REGISTRATION FORM
Today's Date: Referral Source:

Patient Information

Patient Full Name:

Date of Birth: Gender: [_|Male [_] Female
Home Address:
City/State/Zipcode:

Preferred Phone Number: Mobile/Home
Alternative Phone Number: Mobile/Home

E-mail:

**Please be aware that important appointment reminders & practice announcements are sent by email
and/or text so it is important to have your best email address and mobile number for this purpose.

Emergency Contact (in case of a medical or psychiatric emergency)

Name: Relationship:
Phone:

Therapist or Counselor: Phone:
Primary Care Provider (PCP): Phone:

Other Providers: (Include specialists and/or complementary health providers who are important to your care)

Medical Insurance Carrier
(Although we do not accept insurance, we may need this information for prescription or laboratory purposes.)

Name of Plan:

Policy #: Group #:

Name of Policyholder: Policyholder's Date of Birth:




