ALEXIAN BROTHERS BEHAVIOR HEALTH HOSPITAL

NEW CLIENT REGISTRATION FORM

	Client Information:  (please print clearly)
	Date:  __________________________________

	Client Name:  ________________________________________________

                                        Last                                     First                      Middle Initial
	Client home phone:  (        )_______________

                                      Area code

	Client home address:  

                                 ___________________________________________
	Client work phone:   (         )_______________

Client cell phone      (         )_______________                 

	                                ___________________________________________
	Client date of birth:   ______ / ______ / ______

	                               ___________________________________________
	Client SS number:    ______ / ______ / ______

	Client gender:      (  Male     (  Female                                    Client marital status: (  Single     (  Married     ( Other

	Client employed:  (  employed     ( student                             Employer/school:  ____________________________

	==============================================================================================

	Billing Information:
	
	
	
	

	Name of parent/guardian responsible for bill:  ______________________________________________________________

                      (if client is a minor)                                                                     Last                                         First                                     Middle Initial

	Address:  ___________________________________________________
	Home phone:           (         )_______________

                                 Area code

	                ___________________________________________________


	Work phone:            (         )_______________

                                 Area code

	                ___________________________________________________

                   (No third party billing - responsible party must be present to sign for financial responsibility)
	
	

	==============================================================================================

	Billing Information:       Bill my insurance?     (  Yes  (  No       Please give your therapist a copy of your insurance card.

	PRIMARY INSURANCE
	
	
	

	Insurance co. name:  __________________________________________
	Insured's name:  _______________________

	Insurance co. address:  ________________________________________
	Insured SS number: ______ / ______ / _____

	                                      ________________________________________
	Insured's Employer:  ____________________

	Insured's Date of Birth: ______ / ______ / ______
	Group # or name:  ______________________

	Insurance phone number: :  (         )_______________

                                             Area code
	Policy #:  _____________________________

	Authorization #:  ______________________
	Client's relationship to insured: ( Self   ( Wife  ( Husband  ( Child  ( Other

	==============================================================================================

	SECONDARY INSURANCE
	
	
	

	Insurance co. name:  __________________________________________
	Insured's name:  _______________________

	Insurance co. address:  ________________________________________
	Insured SS number: ______ / ______ / _____

	                                      ________________________________________
	Insured's Employer:  ____________________

	Insured's Date of Birth: ______ / ______ / ______
	Group # or name:  ______________________

	Insurance phone number: :  (         )_______________

                                             Area code
	Policy #:  _____________________________

	Authorization #:  ______________________
	Client's relationship to insured: ( Self   ( Wife  ( Husband  ( Child  ( Other

	==============================================================================================

	EAP (Employee Assistance Program)

	In order to use your EAP services, you will have needed to obtain a referral from your EAP program.  Your initials indicate that you have contacted your EAP and the proper referrals have been obtained to utilize this service _______ (client initials)

	EAP Name:  _________________________________________________
	Account #:  ____________________________

	EAP Phone #:  (         )_______________

                         Area code
	# of visits authorized:  ___________________


	To be filled out by Therapist:           (  Self-pay         (  Ins            ( EAP            ( CAP

                                                            * include signed self-pay agreement

	Therapist's name:  _________________________________
	Account #:  ______________________________________

	Diagnosis (DSM IV Code):  __________________________
	Statement sent to home:             (  Yes            (  No

	Special notes:  ______________________________________________________________________________________

	Referral Source:  __________________________________


	Alexian Brothers Behavioral Health Hospital

1786 Moon Lake Blvd.

Hoffman Estates, IL 60169
(847) 755-8090
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