


Center for Assessment and Therapy


Patient Information

Name:	_____________________________________	Date of Birth:______________________

Address:_____________________________________	Social Security #:____________________
		Street

________________________________		Marital status:_______________________
		City
	
_______     	_____________			Gender at birth :    Male______    Female______	
	State		Zip


Home Phone:_______________________		Alternate phone:_____________________     	

Preferred Contact Number:____________________   May we leave a message at this number:   Yes___  No___    


Email Address: ______________________________________	

Emergency Contact Name: ______________________________	Relationship to Patient:  _____________   

Emergency Contact Number: _______________________

Primary Care Physician: ___________________________	Physician’s Phone Number: _________________ 

Patient employment

(  ) Employed         (  ) Retired         (  ) Unemployed        (  ) Student       (  ) Other

Employer:_____________________________ Phone: ___________________ May we contact you at work:   Yes     No

Permission for Treatment, Guarantor's Statement, and Authorization to Release Information:
Permission is hereby granted to clinicians at the Center for Assessment and Therapy to administer examinations, treatments, and procedures as are deemed necessary for myself and/or the patient named on this registration. I have received notification of the rights of the confidentiality of alcohol and drug abuse patient records. I acknowledge I have received notice of privacy practices. I hereby request and authorize Center for Assessment and Therapy to release all or any part of my medical records to any insurance company(s) which is or may be liable for all or part of my charges.  My signature below acknowledges that I have had an opportunity to read the Practice Agreement and understand the information contained within it; I hereby agree to abide by its content.
Assignment of insurance benefits: I hereby authorize and assign all payments made directly to Center for Assessment and Therapy for all insurance benefits otherwise payable to me. I agreed to pay all accumulated charges not covered by verified and assigned insurance.  I acknowledge I have received a copy of the Privacy Policy of this office.

______________    ______________________________	___________________	
Date		        Signature					Relationship to Patient 

Financial Information

Person Responsible for Account
					
(  ) Patient  	

(  ) Parent/ Guardian   _________________________	_______   _____________	__ 	_______________________
		 	Parent/ Guardian’s Name			Parent/ Guardian’s Date of Birth	Parent/ Guardian’s Social Security Number

Parent’s Address if Different from Patient

 _____________________________     _______________________	
 Street 					Apartment Number

____________________________		_____    ________
		City					State	      Zip

Primary Insurance 

Insured Name:	_____________________________	Relationship to Patient: __________________

Insured Address: _____________________________		____________________________		
			     Street				Apartment Number

____________________________		_____    ________
			      City				State	      Zip

Insured Employer: __________________________ 		Insured Phone:	____________________________

Insured Social Security #: ____________________		Insured Date of Birth: _______________________

Insurance Company: _________________________

Insured ID: __________________________			Group #: ____________________________
	
Insurance Phone Number:  ______________________________________
(Provider Services, Behavioral Health, Mental Health, or MH/SA found on Insurance card):

Secondary Insurance (if applicable)

Insured Name:	_____________________________	Relationship to Patient: __________________

Insured Address: _____________________________		____________________________		
			     Street				Apartment Number

____________________________		_____    ________
			      City				State	      Zip

Insured Employer: __________________________ 		Insured Phone:	___________________________

Insured Social Security #: ____________________		Insured Date of Birth: _______________________

Insurance Company:_________________________                 Insured ID: ________________________________

Insurance Phone Number:  _____________________               Group #: __________________________________
(Provider Services, Behavioral Health, Mental Health, or MH/SA found on Insurance card):
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