 	 	 	 	     
 	 	 	 	Paper Cranes Therapy, LLC 
Stephanie Reeves, M.Ed, LCPC 
 	 	 	120 E. Lake Street, Suite 305 (The Old Powerhouse) 
Sandpoint, ID  83864 
208-719-1854 
Client Registration 
Client’s name:                                                          Date of birth: ____________ Age: _________ 
Mailing Address: _______________________________  Zip Code: ____________________ 
Telehealth Location: ___________________________________  
Gender:  F      M      Home Phone:_________________  Cell Phone:______________________    Email: 
___________________________________________ 
Reason for Seeking Services:_____________________________________________ 
For youth
School attending ________________.   Grade ________
How is child doing in school? __________________________________________________ Any other concerns regarding school and your child? ___________________________________________________________________________
Previous Behavioral Health Provider: _____________________
Date last seen:_________________ Reason for leaving previous provider?____________________________________
Primary Care Physician: ________________________
Date Last Seen: ______________________ 
Emergency Contact Name: ________________________.  
Phone: ______________________ 
Referred By:_________________________________________________ 
Employer:______________________________________________________
Medicaid - ID#: _____________________________     
 
 Private Pay(cash or credit card) 
 Insurance - Primary: __________________________ Group #: __________ ID #: ___________ 
  Policy Holder: __________________________________ Date of Birth: ________________  
 	 	 	 	     



 	 	 	 	Paper Cranes Therapy, LLC 
Stephanie Reeves, M.Ed, LCPC 
 	 	 	120 E. Lake Street, Suite 305 (The Old Powerhouse) 
Sandpoint, ID  83864 208-719-1854 
Acknowledgment of receipt of HIPAA compliant communication platforms  
Initials: _______  
I authorize my insurance benefits to be paid directly to the provider.  I understand I am responsible for any balance due.  I authorize the provider or insurance company to release any information required for this claim.  I understand I am financially responsible for all charges. 
whether or not paid by the insurance. 


Signed: X___________________________________________    Today’s Date:___________ 
Relationship to Client______________________________________     
Home Phone: _______________
