Centerpoint Client Information

Patient Registration

client name:









  dob:





client ss#:










  age:




home address:





















city


state

zip

PERMISSION to mail to above address?

( yes   ( no

home phone number:







permission to call home #?   ( yes    ( no       permission to leave a message?   ( yes    ( no

work PHONE number:







permission to call work #?
 ( yes   ( no     permission to leave a message?  ( yes   ( no

EMPLOYER/school:













occupation:






  highest grade completed:




marital status/significant other:











in case of emergency contact:




  phone #






current HOUSEHOLD MEMBERs (include ages and relationship to client):





referred by:
















INSURED’S NAME:








  DOB:





RELATIONSHIP TO CLIENT:





  SS#:






NAME OF INSURANCE:





  PHONE #:






EMPLOYER:







  GROUP #:






PERSON RESPONSIBLE FOR CHARGES:










ADDRESS AND PHONE NUMBER IF DIFFERENT THAN CLIENT:








PHONE NUMBER









city


state

zip


BRIEF medical history:













current MEDICATION(s) and dosage(s):











PREVIOUS MEDICATIONS:












ALLERGIES:















PHYSICIAN’S NAME:






PHONE #






