

Person to be Seen:
Date:________________________ Date of Birth:__________________________ SS#:________________________
Name:_________________________________________________________________________________________________
Address:_______________________________________________________________________________________________
Home Phone: ________________________ May we leave a message at this number: _________________
Cell Phone: ___________________________ May we leave a message at this number: ________________
Email Address:_______________________________________________________________________________________

Responsible Party Information: (if minor or dependent is involved)
Name:_______________________________________________________ Date of Birth:________________________
Address:_______________________________________________________________________________________________
Home Phone:____________________ Cell Phone:_________________________ Work Phone:____________
Insurance Information:
Insured's Name:________________________________________ Relationship to Patient:_________________
Employer's Name:_____________________________________ Occupation:_______________________________
Insured's Social Security #: ___________________________
Insurance Company:__________________________________ Insurance ID#: __________________________
Group / Plan#: _________________________________________ Insurance Company Phone: _____________
__________________________________________________________________________________

For Office Use Only:
Therapist:___________________________________ Dx:___________________ Session Fee:________________
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Miscellaneous Information:
Emergency Contact: ___________________________________ Phone Number__________________________
Relation to Patient: ____________________________________
School Name (if minor): ___________________________________________________ Grade:_______________
General Information:
The reason for seeking treatment:__________________________________________________________________
_________________________________________________________________________________________________________
How were you referred to  practice?___________________________________________________________
People living in the household (names, relation):_________________________________________________
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________
Marital Status: _____________ Occupation: _________________ Highest grade completed: ___________
Medical Information:
Current Doctor: __________________________________ Office/Hospital: ______________________________
Psychiatrist:______________________________________ Psychiatrist Phone:___________________________
Medical Conditions: When Diagnosed:
__________________________________________________________________ ________________________________
__________________________________________________________________ ________________________________
Current Medications / Dose / Side Effects Experienced:
__________________________________________________________________ ________________________________
__________________________________________________________________ ________________________________
__________________________________________________________________ ________________________________
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Spiritual:
Are you religious/spiritual? ___________ If yes, how do you express this? ______________________
Leisure:
What do you enjoy doing when you aren't working? How often? _______________________________
_________________________________________________________________________________________________________
Current Functioning:
Are you experiencing: (circle all that apply)
Lack of motivation 		         Hyperactivity
 Irritability 					Worthlessness
 Chronic Worry 		         Hopelessness
   Depressed Mood 				Panic Attacks
 Decreased Energy 				Obsessions/Compulsions
 Anxiousness    				Attention/Concentration Problems
 Increase/Decrease in Appetite 		Racing Thoughts
   Decrease in Social Relationships 		Substance Use (past/present)
   Suicidal Thoughts:    			Other: ______________________________________
Health Habits: (mark if answer is “yes”)
Smoke ■ Alcohol ■ Lots of sweets ■
Exercise? ■ Type & frequency:___________________________________________________________________
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I understand that by signing below, I have full obligation to pay for services rendered,
regardless of insurance reimbursement. I understand that my therapist if is an in-network
provider with my insurance, billing will be submitted on my behalf. All copays and
deductibles are my responsibility. I understand that if my therapist is an out-of-network
provider, I am responsible for submitting claims to insurance should I seek reimbursement.

I acknowledge that I am responsible for all fees associates with collections for payment of
this account.

My signature also indicates that I have been given a chance to review HIPPA guide lines
(privacy practices) and fee policies. Should I have questions, I understand I may contact
Dr. Diane L. Randall

Signature:_______________________________________________________ Date:__________________________

Witness:_________________________________________________________ Date:__________________________


Credit Card on File:
I understand that my credit card or debit account will be charged for any fees uncollected
after 30 days.

Signature:_______________________________________________________ Date:__________________________

Credit Card Account #:_______________________________________________________________________________

Expiration: ___________________ CVV/Security Code: (typically on back of card):__________

Billing Address & Zip Code associated with Credit/Debit Card:
■ (Check if same as primary address)

_________________________________________________________________________________________________________

Permission for treatment of minor: (if applicable)

If divorced, please indicate custody arrangement:__________________________________________________________
(if joint custody, both parents' signatures must be present below)


Parent Signature: 					Parent Signature:

________________________________________________		 ________________________________________________

Registration Page 4 of 4

