 (
A Season for Change Counseling and Hypnosis/Dianna Bowlen, LCSW, CH
                                                                    
Initial 
Client Registration Form
) (
Insurance 
I
nformation 
If you
 
want us to bill your 
insurance
,
 
please fill 
out
 below
: 
Client name: _____________________________________________________________________________________________
Client DOB: _______________________           Client social security number: ________________________________________ 
Do you have medical insurance that covers? 
( )
 
Mental Health     ( )
 
Hypnosis     ( )
 
Drug & Alcohol Services 
-------------------------------------------------------------------------------------------------------------------------------------------------------------
1.  
Name of primary
 private insurance
 
c
ompany: 
 _______________________
_____
_
_____ 
 
 
Policy #: _____________   Group #: _____
__
____
_
_
          
                     
-------------------------------------------------------------------------------------------------------------------------------------------------------------
2.  
O
regon Health Plan -
 Type:
 ( )
 
Care Oregon   ( )
 
Family Care   
Policy #: _____________   Group #: _____________
   
-------------------------------------------------------------------------------------------------------------------------------------------------------------
3.  
Medicare Policy #: _____________   Group #: _____________   
-------------------------------------------------------------------------------------------------------------------------------------------------------------
Name on insurance card: 
___________________________
________________________
_____________
________   
(
 
 )
 
F   ( )
 
M  
Name of Employer: __________________________________________________________________________________
Employer Address: ____________________________   City: ______________   State: _____________
_ Zip
: ______________
Employer Phone: ________________________
PLEASE GIVE AGENCY YOUR PHOTO IDENTIFICATION AND INSURANCE CARD INFORMATION FOR YOUR CLIENT RECORD. This will be used to verify your insurance eligibility. 
) (
P
ersonal and 
W
ork 
I
nformation
Date: 
______________
    
Patient Name: _________________________________________________    
 
Age: _________
Birth Date: ______________      Social Security Number: _______________        ( ) M    ( ) F         Phone: __________________
Address
: __________________________________________________________       Message Phone: _______________
City: __________________________________     State: _________________________    Zip
: _
____________________
Are you: ( 
)
 Single
   ( 
)
 Married
   ( 
)
 Significant
 Partner
   ( 
) Divorced
 
Living with: 
( 
)
 Spouse
   ( 
)
 Significant
 Partner
   ( 
)
 Parents
   ( 
)
 Relatives
   ( 
)
 Friends
   ( 
)
 Alone
   ( 
)
 Other
: ______________
 
Occupation: 
____________________________
     Employer: 
_____________________
    Work Phone: 
______________
Email: 
____________________________________________________________________________________________
Emergency Contact: 
_____________________
   
   
Relationship: 
__________________
     Phone:  
__________________
How did you hear about our practice:
  ( 
)
 Friend
 (
 
)
 Ad
 (
 
)
 Drive
-
by
 (
 
)
 Health
 Care 
Referral
 (
 ) O
t
her
: ________
_______________
)                                                    
