Welcome! Please take a moment and complete this registration form. The more complete your information is will improve the reimbursement of insurance claims. A copy of your insurance card is also required. If there are other children, please list them on the reverse of this form. Thank you.
 Patient’s name__________________________________________________________

 Birthdate___________________________Male_________Female__________
 Social Security#___________________________________________________
 Patient resides with___​___________________________________​_​​_________
 Parent #1_________________________________________Male______Female______
 Social Security#_____________________                DOB:________________________
 Address________________________________________________________________
             _________________________________________________________________
 Home phone________________________     Work phone_________________________
 Cell phone_____________________________
 Email address____________________________________________________________
 Employer________________________________________________________________
 Employer’s address________________________________________________________
 Preferred method of contact for reminders: (Please circle one) home    work    cell    text to cell   
     home email    no contact 
 Parent #2__________________________________Male______Female______
 Social Security#______________________             DOB:________________________
 Address________________________________________________________________
              ________________________________________________________________
 Home phone________________________        Work phone_______________________
 Cell phone_____________________________

 Email address___________________________________________________________

 Employer_______________________________________________________________
 Employer’s address_______________________________________________________
 Preferred method of contact for reminders: (Please circle one) home     work    cell    text to cell   

     home email    no contact
 Primary insurance__________________________________________________
 Policy holder’s name________________________________________________
 ID#_________________________    Group#____________________________
 Group name______________________________________________________
 Effective date_____________________________________________________
 Payment authorization: I authorize payment of all medical benefits for services rendered.

 Signed________________________________  Date_____________________

 We were referred by_______________________________________________
 Please circle your primary doctor:            Madden       Gitterman       Rosloff
