Embrace Life Counseling, LLC

Client Registration Information

Clients First Name:________________________Last Name:_______________________________
Street Address:____________________________________City:____________________________

State: ___________County:__________________________Zip:____________________________

Clients DOB: ______________Sex: M______F___________Phone:__________________________

Phone Number for Reminder Calls:____________________________________________________

Emergency Contact Name:___________________Phone Number:___________________________

Emergency Contact Relationship to Client: _______________________________________________
(If minor) Under Age 18, Please Complete Below: 

Child Lives With: _____________________________________________________________________

Parent/Legal Guardian Name:_____________________________________________________________

Mothers/Guardian Employer:_____________________________________________________________

Fathers/Guardian Employer:______________________________________________________________

Referred for Counseling by: ______________________________________________________________

Relationship to Insured/Client: ___________________________________________________________

Marital Status: ________________________________________________________________________

Employment Status:____________________________________________________________________

DOB of Parent/Guardian: ________________________________________________________________

Is your child in DHS Custody? If so, please write case workers name and phone number:

_____________________________________________________________________________________

For clients with Alternate Insurance: (Non Soonercare/Medicaid Members):
Please indicate if no insurance __________________________
Agency/Insurance Carrier Name___________________________________________________________

Insured’s ID:_____________________________Group/Policy #: _________________________________

Insured’s Policy Holder’s  Name: ______________DOB:________________________________________

*A copy of the insurance card is needed at the time of service. 

