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~ Welcome to MedicalCounseling.  Please print the information requested below. Thank you. ~
NEW PATIENT REGISTRATION

PATIENT INFORMATION
Name: _____________________________________________________Today's Date: _______________________________________
Address: ______________________________________________________________________________________________________



  Street


      Apt. #

   City

 
State
 
        Zip Code
Home: (      ) __________________________________ Cell: (      ) ____________________________________
Work:  (      ) __________________________________ Email: ________________________________________
Contact preference:  ( Home   ( Cell   ( Work   ( Email
Ok to leave/send a message?   ( Yes    ( No
Birth date:       /       /         Age: ________   Gender:  ( M   ( F   Soc. Sec. #: ___________________________________________










      (for insurance reimbursement billing) 

Employer: _______________________________________________ Occupation: __________________________________________ 
Marital status:    ( Single    ( Married    ( Separated    ( Divorced     ( Widowed     ( Living together
Primary Care Physician: ______________________________________________ Phone: (      ) _______________________________

Please list any other Healthcare Practitioners you are seeing at this time (both standard and alternative):
Practitioner name & specialty: ____________________________________________ Phone: (      ) ____________________________
Practitioner name & specialty: ____________________________________________ Phone: (      ) ____________________________

Practitioner name & specialty: ____________________________________________ Phone: (      ) ____________________________

(Please use the reverse side for additional practitioners)

Referred by (name): ____________________________________________________________________________________________
       ( Family Member   ( Friend   ( Insurance Plan    ( Brochure   ( Website   ( Other: (e.g., M.D., chiropractor, acupuncturist, etc.)
INSURANCE INFORMATION
Primary Insurance: ___________________________________________ Subscriber ID#: _______________________________

Subscriber's name: __________________________________ Birth date:      /       /        Group #: _______________________ 

Patient's relationship to subscriber:   ( Self     ( Spouse    ( Other
IN CASE OF EMERGENCY

Name of local friend or relative: ___________________________________________ Relationship: _____________________________
Home: (      ) _________________________ Cell: (      ) __________________________Work: (      ) __________________________




*

*

*

*

*


(  I have received and read the HIPAA Privacy Practices.  Signature: ________________________________ Date: ________________
~ 1940 Virginia St. 2nd floor offices Suite 208, Berkeley, CA 94709 ~
