Crossroads Counseling & Consulting, LLC 

Client Registration Form

Client Information:

Name:​_______________________________________________________________




(Last) 


(First)

(MI)

(Preferred to be called?)

Address:












Home Phone:



  

Cell Phone:



 

Work Phone:




Email:







Preferred mode of Contact?

Birth Date:



Soc. Sec. #



Age:


Gender?  M  F

Marital Status?  S  M  D  W 
Ethnicity:





Employer:





 Occupation:





Emergency Contact? 











Information on Primary Insured:
Name:







Birth Date:


Soc. Sec. # 


  Same address?


Address, if different:











Employer:




 Relation to you?




Insurance Name:




  Id #:






Group #:



 Phone #







Address:












I authorize Crossroads Counseling & Consulting LLC to bill my insurance company for services rendered. I understand that the release of medical, mental health and substance abuse information may be necessary to process insurance claims. I certify the above information is true and correct. I understand that I am financially responsible for all services rendered. 

Printed Name:






Date:




Signature:






Date:




Signature of parent/guardian:




Date:



