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Client Registration Form 
 

Therapist: _____________________________________ 

 

Client Information 

Patient Name: Social Security #: 

Street Address: Date of Birth: 

City, State, Zip Code: Home Phone: 

Gender: Work Phone: 

Email Address: Mobile Phone: 

Primary Physician: Psychiatrist (if any): 

Emergency Contact Person: Emergency Contact Phone: 

How did you hear about us? Marital Status: 

 

 

Responsible Party is the person who will be paying the per-session fee for services (leave blank if 

same as patient) 

Responsible Party: Home Phone: 

Street Address:  Work Phone: 

City, State, Zip Code: Mobile Phone: 

Relationship to Patient: Responsible Party SSN: 

 

 

 

  



Insurance Information 

Primary Insurance: Policy Holder Name: 

Company Address: Policy Holder Date of Birth: 

City, State, Zip Code: Subscriber/Identification Number: 

Company Phone: Group Number: 

Employer: Policy Holder SSN: 

Secondary Insurance: Policy Holder Name: 

Company Address:  Policy Holder Date of Birth: 

City, State, Zip Code:  Subscriber/Identification Number: 

Company Phone: Policy/Group Number: 

Employer:  Policy Holder SSN: 

 

 

I certify that the information provided above is accurate to the best of my knowledge. With my written consent, I 

authorize Daring Minds Therapy to release any information including the diagnosis and the records of any 

treatment or examination rendered to me or my child during the period of such care to third party payers and/or 

health practitioners. With written consent, I authorize and request my insurance company to pay directly to the 

provider’s office, insurance benefits otherwise payable to me.  I understand that my insurance carrier may pay 

less than the actual bill for services.  I understand I am responsible for all copays, deductibles, co-insurance 

and balances.  I personally agree to pay for any and all services provided to me at the rates in effect during the 

time services are rendered unless other arrangement with the office have been made.  I understand and agree 

that my bill for services rendered is due and payable at the time of service and that I am ultimately responsible 

for any unpaid balances.  I understand and agree that any cellular or land line phone numbers and email 

addresses provided by myself to this office and to any of our service providers, now and in the future, may be 

used as a means to contact me, and that this office and our service providers may leave messages for me I 

also agree that this office and any service providers may contact me by sending text messages and emails to 

any phone number or email address I provide to this office or service providers and I consent to receive such 

text messages and emails which may identify the name of this office or service provider sending the 

communication, and which may disclose the nature of the communications. 

 

Signature: _______________________________________  

 

Date: __________________________ 

 


