
Welcome to TherapySolutions

Full Name:                                                                                        Date:                                    Date of Birth: 

Address:                                                                                                           City:                                         State:           Zip: 

Cell Phone:                                                             Home Phone:                                                      Email: 

Social Security Number:                                                  Sex:       F       M     Height:                        Weight:                 

Marital Status:       Single        Married        Divorced        Other    

Spouse Name:                                                             Spouse Date of Birth:                                Spouse SSN:                                   

Emergency Contact Name & Number:                                                                                                                                                  

Employment Status:        Employed        Unemployed       Retired        F/T Student       P/T Student

Employer Name:                                                                             Job Title:                                                                           

Employer Address:                                                                                City:                                     State:               Zip: 

Work Phone:                                                         

Group Number:                                                                     Responsible Party: 

        Secondary Insurance?           Tertiary Insurance?  

Secondary Insurance Name:                                                                                          

Secondary Group Number:                                                                   Responsible Party: 

Responsible Party DOB:                                              Responsible Party SSN:                                                    Sex:       F       M

Tertiary Insurance Name:                                                                                                

Tertiary Group Number:                                                                      Responsible Party: 

Responsible Party DOB:                                              Responsible Party SSN:                                                    Sex:       F       M

Related to an Accident/Injury?        Work           Auto         Other  If yes, Please supply us with the date and description 
& Claim Number of Accident/Injury:

Patient Information

Insurance Information

Visit Information

Employment Information
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