JENISON PSYCHOLOGICAL SERVICES, P.C.
Therapist Name: ____________________      DX:   ____________             Date:  _____________________

CLIENT REGISTRATION
__________________________  M / F ​​​​​​​​​​​​​​​​___/___/____      (___)_____________         (___)_____________
*Name of client


      *Date of Birth           *Home Phone Number        *Cell Phone Number
____________________​​​​​_____________  _______________ ____   _______             _____-_____-_______

*Street address


                     *City                          *State   *Zip Code
     * Social Security Number

Marital Status:
________ *Employer  _______________________  *Work Phone Number (____)___________ 
If client is a child: (Note: Parent bringing child for treatment is usually the responsible party.)

*Parent/Responsible Party Name:___________________________________     Date of Birth: __________
______________________________  _______________ ____  _______                   _____-_____-_______

*Responsible Party street address
              *City                       *State   *Zip Code
    * Social Security Number

REFERRAL SOURCE
Referring Doctor: _________________________ May we notify him/her of your treatment? ___Yes___No 
Other Referral Source: Sign on Baldwin___   Another Client ___  Our Website_____  Ins Network_____  Other ________________
Family Physician:_______________________         May we notify him/her of your treatment?  ___Yes___No
In order to facilitate Coordination of  Care, please provide us with your signed permission to send your physician a brief diagnosis & course of treatment note.

I, the undersigned, grant permission for Jenison Psychological Services to release and share brief diagnosis & course of treatment information jointly with physicians listed above. 

Date:______________  Signature: ____________________________Relationship to patient:___________
To be used for One Calendar Year.  To be released according to subsection 5,a,b of Section 748, Public Act 258.

INSURANCE INFORMATION
Name of Primary Insurance Carrier  _________________________________________________________  
Name of Policy Holder _____________________  Date of Birth:________  Relationship to Patient________

Subscriber # ____________________________   Group # _________________

Name of Secondary Insurance Carrier: _______________ Subscriber # ____________ Group #__________
ASSIGNMENT OF BENEFITS

Parent’s or Authorized Person’s Signature - I authorize the release of any medical or other information necessary to process an insurance claim on my behalf.  I also authorize payment of medical benefits for services rendered to the undersigned physician or supplier of such services.

**Signed:  ____________________________________________         **Date:  __________________

