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Admission Application 
 

Client Name: 

     

 
Client Address: 

     

 
Client Phone Number: 

     

 
Date of Birth: 

     

 
Email: 

     

 
Location/LOC Requesting: 

     

 
How did you hear about us? 

     

 
Primary Care Doctor: 

     

 
Therapist: 

     

 
Psychiatrist: 

     

 
Dietitian: 

     

 
 
Person Completing (self or other): 

     

 
Relationship to Client: 

     

 
Phone Number: 

     

 
 
 
        

Insurance Information 
 

Do you have Medicare: 

     

 
 
Primary Insurance: 

     

      
Insurance Name: 

     

       
Name of Primary Insured: 

     

          
Employer: 

     

 
DOB: 

     

            
Address of Insured: 

     

 
ID #: 

     

        
Group #: 

     

            
Phone # (providers): 

     

 
           

Secondary Insurance: 

     

 
Insurance Name: 

     

      
Name of Primary Insured: 

     

     
Employer: 

     

       
DOB: 

     

       
Address of Insured: 

     

      
ID #: 

     

        
Group #: 

     

       
Phone # (providers): 

     

 


