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Client Registration Form

This information is confidential and for office use only.  It will not be released to any person or group without your written consent.  

Client Information

_____________________      ________________________     _________________________
Name                                       	      Date of Birth                                               Age

___________________________      _______________________________       _______________________________
Home Address: Street, Apt.#                 City, Zip Code                                            Social Security Number	

___________________________       _______________________________      _______________________________
Cellular Phone #                                  Email                        		       How did you find me?        
           
	                                                    				        

___________________________      ________________________________     _______________________________
If Under 18, Name of Guardian          Guardian Contact Telephone #	         Relationship


How may we freely contact you to confirm appointments or return calls?   cell/email


Briefly describe the concern or situation that brought you in today: __________________________________________

________________________________________________________________________________________________



Responsible Party Information (if different than above)

___________________________      __________________           ______________________
Name of Primary Insurance Subscriber                     Date of Birth                                            Social Security No.

_______________________________________________                                         _____________________________
Address: street, Apt.#, city, state,  zip                                                                            Phone #                


Please select:   		 Private pay		Insurance

_______________________________________________                                          _____________________  ____________
Primary Insurance Name   (if applicable)                                                           	   Policy/Identification #                Group #






I understand that, as the consumer of services, it is my responsibility to pay for professional services rendered by Gricelda Fragoso, PsyD that are not covered by insurance.  I also understand that copays, co-insurance, or deductible balances are due on the day of service.

_______________________             _________________________________________________________
Today’s Date                                            Signature of Responsible Party



