CLIENT REGISTRATION


Client’s Name ______________________        Responsible Party SS# ____________________

[bookmark: _GoBack]Client’s Birthdate ____________________       Spouse SS# _____________________________

Responsible Party_____________________      Primary Insurance________________________

Home Address _______________________      Subscriber ID # __________________________

City _______________________________       Relationship _____________________________

State & Zip _________________________       Group # ________________________________

Mailing Address _____________________       Secondary Insurance ______________________

City _______________________________       Subscriber ID# ___________________________

State & Zip _________________________       Relationship _____________________________

Home Phone ________________________      Group # _________________________________

Work or Cell # ______________________       Primary Care Doctor ______________________



I authorize the release of any medical information necessary to process my claims.  I also request assignment of payment to the undersigned described below.

			Debra A. Ciarlo, MEd., LMHC
			210 Methow Ave
			Wenatchee, WA 98801
			(509) 662-3762



____________________________________________    _______________
SIGNATURE                                                                      DATE
                    
