Serenity Family Counseling Services
3146 Golansky Blvd Suite 101

Woodbridge VA 22192

Client Registration Form

Patients Name: _________________________________________________________________________________________________________________
Address: _________________________________________________________________________________________________________________________
Employer: _____________________________________________________ Home Phone: ______________________________

Cell Phone: _____________________________________ Other: ______________________________________

Gender: Male/Female       DOB: ________________________   SSN: ________________________________________
Email address______________________________________________________________
Marital Status: Single/Married/Separated/Divorced

Responsible party billing Name: ____________________________________________________________________________________________________
Address: ______________________________________________________________________________________________________________________________
Home Phone: ____________________________________________   Other: ___________________________________
Payment is to be made at the time of services are rendered. Whether or not your insurance company pays in full, portion or no portion of your medical bill(s) is a matter between you and your insurance carrier. Unless other arrangements have been made, payment is due at the time of service.
Payment Insurance
Insured’s Name: ________________________________________________________________________________________________________________
Relationship to Patient: ___________________________ Insured’s DOB: ___________________ SSN: _____________________________________
Insured’s Home Phone: _____________________________   Insured’s Work Phone: ____________________________________
Name of Primary Insurance Carrier: ________________________________________________________________________________________
Address: _______________________________________________________________________________________________________________________
_______________________________________________________________________    Phone: ______________________________________________________

Policy Number: _______________________________ Group Number: __________________________________________

Date Policy Effective: _____________________________ Employer: ___________________________________________
I certify that the information I have reported with regard to my insurance coverage is correct and permit a copy of this authorization to be used in place of the original. This authorization may be revoked by me or the above name carrier at anytime in writing.
Assignment of Benefits and Release of Information: I authorize payment of medical benefits to the provider named for professional services and I authorize the release of any medical information necessary to process the claim. 
 __________________________________________________________________________________    _________________________________________

                                                    Signed                                                                                                Date                                                 
Update: _________________________________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________________________________
                                                       Signed                                                                                Date
