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Registration Form


Client Name: __________________________________________________		                       Date: ____________________________

Date of Birth: __________________________ Age: _________ Gender Identity: ___________ Assigned Sex at Birth: ___________ 

Spouse/Partner’s Name: _______________________________   Parent(s)’ Name (if a minor): ______________________________

Address (Street): ___________________________________ Town: __________________________ State: _____ Zip: __________________

Phone: Home: __________________ Work: _________________ Cell: ___________________ Email Address: ______________________                        

Marital Status:  Single   Married   Separated   Divorced   Widowed   Reside Together    

Place of Employment: _______________________________________ Occupation: _________________________
		
		Address (Street): ________________________________ Town: _______________________ State: _____ Zip: ______________

Primary Care Physician: __________________________________________    Phone: _________________________

	Address (Street): ________________________________ Town: _______________________ State: _____ Zip: ______________

Emergency Contact:

Name: ______________________________ Relationship: __________________   	             OK to leave a message:  YES   NO

Phone:   Home: ____________________ Work: ______________________ Cell: ______________________   

Primary Insurance Information:

Primary Insurance Carrier: _______________ Phone: ____________ Policy/ID#: _____________ Group/Plan #: _____________

Address (Street): ________________________________ Town: _______________________ State: _____ Zip: ______________

Copay: ________ Deductible: ________ Number of Sessions Allowed Prior to (Re)Authorization (if applicable) _____

Subscriber Insurance Information (if the client is not the employee/subscriber):

Name: ________________________ Relationship to Client: ____________ Date of Birth:  ________    Employer: _______________

Phone: _______________ Address (Street): ___________________________ Town: __________________ State: _____ Zip __________

Secondary Insurance Information:

Secondary Insurance Carrier: _______________ Phone: ____________ Policy/ID#: ____________ Group/Plan #: ___________

Address (Street): ________________________________ Town: _______________________ State: _____ Zip: ______________

Benefit Information: ______________________________________________________________________________________________________

Subscriber Insurance Information (if the client is not the employee/subscriber):

Name: ________________________ Relationship to Client: ____________ Date of Birth:  ________    Employer: _______________

Phone: _______________ Address (Street): ___________________________ Town: __________________ State: _____ Zip __________

 Self-Pay

 In-Network insurance (please verify coverage with your plan)

 Out-of-Network insurance (please verify any possible coverage)

_______ (initial) Out of network insurance (if applicable): I understand that for out-of-network services, I am initially responsible for all payment. I may be provided with a superbill at my request that can be submitted to my insurance company for possible reimbursement. I understand that reimbursement depends on my out-of-network benefits and is not guaranteed.

How did you hear about my practice? __________________________________________________________________________________

I, the undersigned, certify that I (or my dependent) have insurance coverage as noted above and I hereby authorize Michelle McLain, M.A., LPC to release all information about me required to get authorization for treatment visits and to process all insurance claims. I further authorize payment directly to A Path to Change, LLC of benefits due me for services rendered. I understand that I am financially responsible for all charges whether or not paid by insurance, including any applicable copayments or deductibles. 

It is the responsibility of the client (or guardian) to keep this practice informed of any changes in insurance, residency and/or phone number as soon as possible. 



______________________________________________________________________________________    _____________________________________
Signature of Parent/Guardian/Legal Representative                                                Date 


______________________________________________________________________________________    _____________________________________
Signature of Client				                                                   Date 
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Referred by: ______________________________________________   Doctor/Therapist __________________________________________

Client Number: ___________________   DX: __________ __________ __________   
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