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Registration Information (Please Print)
Today’s Date  ________________________________

Name_______________________________________________________________________________________________________



           Last Name


                           First Name

                               Middle Initial
Street Address________________________________________________________________________________________________
City____________________________________________________ State_____________________ Zip_______________________
Email Address_______________________________________

    Home Phone______________________________________              Cell Phone________________________________________
    Work Phone_______________________________________
Age _______ 




           Birthdate _____/_____/______         
Gender   ________________________________________   Pronouns ___________________________________________________
For Students:       Full-Time       Part-Time                             School Name _______________________________________________
For Employed Persons:      Full-Time      Part-Time      Other, specify ___________________________________________________                             
Occupation ______________________________________  Employer________________________________________________
Do you have Medical Insurance? If yes, please complete the following section.        No
       Yes
Insurance Policy Holder’s Name_____________________________________________________ Birthdate_______/______/______
Relationship to client_____________________________
Name of Primary Insurance Company______________________________________________________________________

    Group # ______________________________ Subscriber ID #________________________________________________

Name of Secondary Insurance Company (if any) _____________________________________________________________
    Group # ______________________________ Subscriber ID # ________________________________________________              
In case of emergency, who should be notified? ____________________________________________  Phone # ________________                                                                  

How did you learn about our center? ______________________________________________________________________________

Whom may we thank for referring you? ___________________________________________________________________________
ASSIGNMENT AND RELEASE

I, the undersigned, have insurance coverage with _________________________________________________________________

                                                                                                                                Name of Insurance Company

and assign directly to Aria Counseling, Assessment, & Mediation Centers all medical benefits, if any, otherwise payable to me for services rendered.  I understand that I am financially responsible for all charges whether or not paid by insurance.  I herby authorize the therapist to release all information necessary to secure the payment of benefits.  I authorize the use of this signature on all my insurance submission whether manual or electronic.

_____________________________________________________________________________    _____________________________

                                                           Signature of Insured/Guardian                                                                           Date

It is agreed and understood that if this financial obligation owed to Aria Counseling, Assessment, & Mediation Centers for services rendered should become delinquent, I, the client and/or responsible party, agree to be obligated for collection costs, attorneys’ fees, interest and any associated costs of litigation to collect this debt.  It is also agreed and understood that if this obligation should become delinquent that Aria will charge a late charge of 1.5% per month on the principle past due amount and I agree to be responsible for said late finance charges.

____________________________________________________________________________              ________________________

                                                           Signature of Insured/Guardian                                                                                Date

Please sign here to indicate that you understand that it is our policy to bill for missed appointments for which a 24-hour notice is not given and if billed for a missed appointment, I consent to legal action to collect the fees. Please note that therapists may have their own individual cancellation policy they will ask you to sign which supersedes the general clinical cancellation policy.
I understand and agree to the cancelation policy___________________________________________    ________________________

                                                                                                              Signature                                                               Date

Fee Policy for Therapist Expert Testimony and/or Deposition
Charges for courtroom testimony are based on time away from the practice and include travel time. The first hour fee and chart preparation fee must be paid to Aria two weeks prior to the testimony.  The balance of charges for more than one hour of testimony must be paid upon receipt of the statement.

Cancellation less than two (2) Aria business days prior to the testimony date will necessitate forfeiture of prepayment.  Cancellation less than three (3) days prior to the testimony date will necessitate 50% forfeiture of prepayment.  Cancellation prior to three (3) Aria business days will incur no charge and prepayment will be returned.

It is at a therapist’s discretion whether he/she is able to provide court-related services.  Please check with your therapist if you anticipate this may be a service you require.

Your signature below indicates that you have read and understand the above policy and agreed to pay accordingly.  

_______________________________________________________________                                              ______________________

                                                   Signature
                                                                    Date
