
 
 

ACCOUNTING REGISTRATION SLIP 

Date _____________________  

Client’s Name: ____________________________________ 
Date of Birth:   ________________  

Client’s Address: ______________________________________________  

Telephone: __________________________      Cell Phone: ________________________  

Email Address: ___________________________________________________________  

Name of Person Filling Out Form: ____________________________________________  
Relationship to Client: self ________ spouse _______ parent ________ other _________  

Financially Responsible Person’s Name:  _______________________________________  

Date of Birth of Insurance Carrier: ____________________________________________  

Occupation: ________________________________Work Phone: __________________  

Employed by: ____________________________________________________________ 

Employer’s Address:  ______________________________________________________  

Insurance Company’s Name: ________________________________________________  

Insurance Company’s Address: ______________________________________________                                         
City/State: _______________________________________________________________   

Social Security # or ID #: ____________________________ Group #: ________________  

Emergency Contact: _______________________________________________________  

Second Insurance: Name of Insured: __________________________________________ 

Occupation: ________________________________ Work Phone: __________________  

Employed by: ____________________________________________________________ 

Employer’s Address: _______________________________________________________ 

Insurance Company’s Name: ________________________________________________ 

Insurance Company’s Address: ______________________________________________ 

City/State:  ______________________________________________________________  

Social Security # or ID #: _____________________________ Group #: _______________  

 If statements are to be sent to an address other than above, please given name and 
address: ________________________________________________________________  

For Therapist Use Only: DX ______________  


