DATE		DX:	
(Clinician Use Only)
ASSOCIATES FOR COUNSELLING & THERAPY LLC
PATIENT REGISTRATION / UPDATE
PLEASE PRINT
Name: (first) ___________________ (last) ________________________________________   (Middle Initial) ________
Address: (Street): _________________________________________________________________  (zip) __________  Home Phone: 											Cell Phone: _____________________________________                            Date of Birth: ______________ Age: _______ Sex:  M  F   U     Marital Status:  S    M    W    Sp    D Social Security Number: ______________________________________  Email: ____________________________ Name of spouse:(first) 								(last) ___				                           (Middle Initial) 				 Date of Birth: 		 Age: 				Spouse’s Cell Phone ___________________________________
Social Security Number: ________________________________ Spouse Email: 	
Emergency Contact Person: ________________________________ Relation ______________________________ Contact Address		Phone 	 Allergies (Please Specify):			 Current Medications (Please also specify dosage):			 

Family History of Mental Illness/Substance Use				 Current Legal Issues/Pending court case			 Do you have any Medical Condition: 			 Primary Care Physician	Phone:			 Street Address		(zip)		

Guarantor Information: (person responsible for the bill, if other than self)
Name: _________________________________________________   Relation: _____________________________ Address: _________________________________________________________ Phone: ___________________________
EMPLOYER INFORMATION
Employer Name: 		Relation: 		 Employer Address: Occupation: 	
INSURANCE INFORMATION
Please complete all insurance details below to ensure the correct billing information is on file.
Insurance Name: 				 Member Services Tel 			 Address (street): ________________________________(City/state)		 (zip)		 Subscriber: 			 Subscriber DOB: 	 Relation: 		 Policy/Member ID #: 		 Plan # or Plan Name: 			 
I was referred by: ____________________________________________________ Phone: ______________________

Thank you for this information. The more I know, the more I can help you.
PLEASE COMPLETE OTHER SIDE AND ACCOMPANYING FORMS
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Associates for Counseling & Therapy, LCC
Mailing Address: 400 Tenafly Road, # 441, Tenafly, NJ 07670-0441 201-857-5909	INFO@ACTFORHELLP.COM
ASSIGNMENT OF BENEFITS AGREEMENT


I	 hereby request my insurance benefits be paid directly to
(print patient's name)                                                             Steven Khanjian, LPC, LCADC, ACS, and/or Associates for Counseling & Therapy, LLC (ACT) at the above address.
	 I understand I am fully responsible for the copayment, deductible, and any services not
(initial)	covered by my insurance company unless a special arrangement is made in advance.

	 I understand that I am requested to give a minimum of twenty-four (24) business hours advance notice
(initial)		for any request to reschedule and/or cancel scheduled appointments to avoid a No-Show/Late Cancellation fee of $120.00 and/or a $60.00 fee for a No-Show/Late Cancellation to the Group.
	 I understand that I may occasionally receive email/text communication from ACT.
(initial)

	 I have read the HIPPA information and understand that my information will remain confidential
(initial)	unless I give my expressed written consent for disclosure.


I have read and agree with the above statements.




(Print name)


(Patient signature)


Date 	





(Guarantor Print name)


(Guarantor signature)


Date 	








(Office Use Only)
Checked Benefits 		Self Pay 		Authorization Required 	
