KELLER CARE, LMFT #134927
901 Sunrise Ave., Suite A3, Roseville, CA 95661 – (279) 219-9529

Client Registration and Agreement 
Demographics: 
Name:  ______________________________________________________________________
If Minor, Parent/Guardian Name: _________________________________________________
Address: _____________________________________________________________________
City/ State/ ZIP Code: __________________________________________________________
Birthdate: ___________________________________________________________________
Mobile Phone: ______________________________    Confidential Voicemail?   Y    N 
Explanation of how patient may be contacted by therapist: ___________________________
Email: _______________________________ Referred By:   ___________________________
Emergency Contact (Name/Phone Number/Email): ___________________________________________________________________________ 
Marital Status: ______________________    Educational Level: _______________________
Occupation: ________________________    Military Status/Branch: ___________________
Employer Name and Address: __________________________________________________
Spouse/Partner’s Name: ______________________________________________________
Address (If Applicable): _______________________________________________________ 
Cell Phone: _________________________________________________________________ 
Areas of Concern:
Issues/concerns causing you to seek treatment: ___________________________________
 __________________________________________________________________________
Treatment goals: ____________________________________________________________
Any concerns or fears regarding therapy: ________________________________________
__________________________________________________________________________
Financial Information:
Payment Method (Cash/Check/Credit Card/Insurance)? _____________________________
Credit Card # _________________________   Exp.: __________   Security Code: _________
Zip Code of Card: ____________________________________________________________
Name of Insurance Company: __________________________________________________
Policy Number: __________________________ Group Number: ______________________
Telephone Number: _______________________
· Client agrees to pay all services rendered by Keller Care, LMFT, in accordance with the terms and conditions stated in the Client Informed Consent, which contains the Financial Policy of this office. Client agrees that they are responsible for all charges regardless of insurance coverage. Client agrees to provide 24-hour notice to cancel or change an appointment, otherwise client will be charged a $50.00 cancellation or no-show charge. 
· There is a $50.00 charge for any returned checks or declined credit cards.

· I have read and agreed to the office policies of Keller Care, LMFT:


_________________________________________   ____________________________
           Client or Responsible Party Signature				Date
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