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1777 Hamilton Avenue, Suite 2040, • San Jose, CA. 95125   

Phone 408-266-5800     Fax 408-266-5809 

www.transitions-therapy.com 

Registration Form 

 
NEW PATIENT INFORMATION / CONSENT (To be completed by the Patient or Parent/Guardian 

if patient is younger than 18 years). 

 

Patient Name:_________________________________ Today’s Date:__________ 

 

Address:___________________________________________________________ 
  Street    Apt#  City  State  Zip 

 

Home Phone:_____________________  Work Phone:_______________________ 
 

E-mail:__________________________ Fax Number:_______________________ 

 

SS# (Last 4 digits only)____________  Date of Birth:_______/_________/_________ 

 

Employer:__________________________________________________________ 
 

 

 

PRIMARY INSURANCE INFORMATION: 

 

Insurance Company:__________________________________________________ 

 

Name of Insured:______________________________ DOB:_________________ 

 

SS# (Last 4 digits only) ______________  Insurance Co. Phone:_____________________ 

 

ID#:________________________________ Group#_________________________ 

 

Claims Billing Address:________________________________________________ 
           Street  City  State  Zip 

 

Person to contact in case of an emergency:________________________________ 
       Name  

       _____________________________________ 

       Phone 

 

Please include a copy of the front and back of your insurance card for 

verifying insurance benefits. 


