
                           CLIENT REGISTRATION FORM 
  

       CLIENT INFORMATION 

 
       CHILD’S NAME: _________________________________________________    SEX: (M F) DOB: ____-_____-______ 
                                     LAST                           FIRST                                         M.I.                                   MO     DAY     YR 
       ADDRESS______________________________________CITY: ______________STATE: ________ ZIP: ___________ 
 

       HOME PHONE: _______________________SS#:_______-_______-______PATIENT #:(OFFICE USE)_____________ 
                                 
        REFERRING PHYSICIAN: _______________________________________________ PHONE: ___________________  

        PRIMARY CARE PHYSICIAN: ___________________________________________ PHONE: ___________________ 
  
 

  
       RESPONSIBLE PARTIES  (PARENT/LEGAL GUARDIAN) 

 
      NAME:_________________________________________________________ DATE OF BIRTH: _____-_____-______ 
                  LAST                                                    FIRST                                  M.I.                                   MO    DAY      YR 
      ADDRESS:_______________________________________CITY: ________________STATE: _______ ZIP: _________ 

        

      SS#: _________-_________-__________ RELATION TO PATIENT:_________________________________________ 
  
      HOME PHONE: ____________________ WORK PHONE: ___________________CELL PHONE: __________________ 
                                                                                                                                        
      EMAIL ADDRESS: ________________________________________ 
  

 
      NAME: _______________________________________________________ DATE OF BIRTH: ______-______-______ 
                   LAST                                                FIRST                                  M.I.                                  MO        DAY       YR 
      ADDRESS: _______________________________________CITY: ________________STATE: ______ ZIP: _________ 
       

      SS#: _________-_________-_________ RELATION TO PATIENT:_________________________________________ 
   
      HOME PHONE: __________________ WORK PHONE: __________________ CELL PHONE: ____________________ 
                                                                                                                                         
      EMAIL ADDRESS: ________________________________________ 

HOW DID YOU HEAR ABOUT US? Advertisement ____ Website ____ Friend ____ Doctor ____ Other _______ 
      INSURANCE   (Most insurance does not cover Behavioral Therapy) 
  
      PRIMARY INSURANCE CO.: ________________________POLICY NUMBERS: ______________________________ 
                                                                                                                                           (ID#)                     (GROUP/PLAN#) 
      POLICY HOLDER: _________________________________________EMPLOYER: _____________________________ 
                                     LAST                                FIRST                        M.I. 
      DATE OF BIRTH: ______-_____-______ SS#: _______-_____-_____RELATION TO PATIENT:___________________ 
                                     MO       DAY      YR 

CChildren’s AAutism TTreatment SSpecialists, LLC. 
Preserve Plaza     (239) 985-CATS (2287) 

18070 S. Tamiami Trail, Unit 16  fax      (239) 481-2287 

Fort Myers, FL 33908          catsautismcenter@gmail.com 

 



  
      INSURANCE CO. PHONE: ____________________________________________________ 
        

SECONDARY INSURANCE CO.: ____________________ POLICY NUMBERS: ______________________________ 
                                                                                                                                           (ID#)                     (GROUP/PLAN#) 
       POLICY HOLDER: ________________________________________ EMPLOYER: _____________________________ 
                                       LAST                              FIRST                       M.I. 
  
       DATE OF BIRTH: ______-______-______ SS#: ______-______-_____ RELATION TO PATIENT:_________________ 
                                      MO        DAY       YR 
  
       INSURANCE CO. PHONE: _____________________________________________________ 

  
        OTHER CONTACTS 
  
        If you want to authorize Children’s Autism Treatment Specialists, LLC., to discuss your child’s treatment with any  

        other party, please provide the following information regarding that party. 
  
        NAME: ________________________________________________RELATION TO PATIENT:__________________ 
                     LAST                                          FIRST                           M.I. 
  
        HOME PHONE: __________________________ CELL PHONE: ____________________ 
  
  
        NAME: _______________________________________________ RELATION TO PATIENT: __________________ 
                     LAST                                          FIRST                         M.I. 
  
        HOME PHONE: __________________________ CELL PHONE: ____________________ 
  
  
  

  
  

        AUTHORIZATIONS and ACKNOWLEDGEMENTS 
  
        I have received the Notice of Privacy Practices from Children’s Autism Treatment Specialists, LLC. 
  
         SIGNATURE: ____________________________________________________________ DATE: _______________ 
                                  Parent/Legal Guardian 
  
        I hereby authorize CHILDREN’S AUTISM TREATMENT SPECIALISTS, LLC. to furnish information concerning 

        treatments to INSURANCE CARRIERS, PHYSICIANS, THERAPISTS AND/OR OTHER PERSONNEL, who  

        are involved in taking care of the client or paying for treatment. I authorize payment of any insurance, Medicaid, or  

        other benefits to CHILDREN’S AUTISM TREATMENT SPECIALISTS, LLC. I certify that the above  

        information is correct and that I AM RESPONSIBLE FOR PAYMENT FOR SERVICES RENDERED. I permit  

        a copy of this authorization to be used in place of the original. 
  
        SIGNATURE: ____________________________________________________________ DATE: _______________ 
                                Parent/Legal Guardian 
  
 

  


