
 

Client Registration Information 

CLIENT INFORMATION 

PARENT/GUARDIAN INFORMATION 

BILLING INFORMATION 

HOW DID YOU HEAR ABOUT THE HELLO CLINIC? 

Client Name:____________________________Today’s Date:_______________________ 
DOB:____________________________Age:____________Sex:_____________________

Parent/Guardian Name:_____________________ DOB:___________________________ 
Address:__________________________________________________________________ 
City:___________________State:_________________ Zip Code:____________________ 
Phone (home):_____________________ Phone (cell):______________________________ 
Email:____________________________Employer:________________________________ 

Other Parent/Guardian Name:_____________________ DOB:______________________ 
Address:__________________________________________________________________ 
City:__________________State:_________________ Zipcode:______________________ 
Phone (home):_____________________ Phone (cell):______________________________ 
Email:____________________________Employer:________________________________ 

Insurance Company:_________________________________________________________ 
Insured’s Name:____________________Relationship of Insured to Client:______________ 
ID #:________________________________Group #______________________________ 
Insurance Company Phone Number:____________________________________________ 
If Insurance will not pay for cost of services; will pay for services (circle one)   YES     NO 
Pediatrician referring ________________________________________________________

Who can we thank for your referral?____________________________________________ 
_________________________________________________________________________
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