SOUTH SHORE THERAPIES

Client Registration
South Shore

R B REARTESS

FOR SST USE ONLY:
CT verified by:
Outlook entered by:

Date:

Client Name Date of Birth

Address

City, State, Zip

Parent/Guardian #1 Relationship

Email Address

Home Phone # Cell # Work #

Check Preferred Phone : Home [ ] Cell [] Work [ ]

Parent/Guardian #2 Relationship

Email Address

Home Phone # Cell # Work #

Address

(if different from above)

Emergency Contact

Relationship Phone #

PCP Name/Location

PCP Phone #

Primary Insurance Policy Holder's Name Relationship

s there Secondary Ins Policy? Yes [ ] Nol[ ] If yes, Policy Name/#
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