
                             CLIENT  REGISTRATION  

                                  Hullistic Therapy, LLC 

                                  Kathleen Hull, LCSW Office: 860-367-5343 

 

 

TODAY'S DATE _____________                              

Client Name:______________________________________________________________Gender:    M_____ F _______ 

Address:_____________________________________ City:__________________________State:_____ Zip:__________ 

Date of Birth:  ____________________________ Email:________________________________________________   

Home Telephone # ____________________ SS# ______________________  Cell # ____________________________ 
Text messaging ___Yes ___ No 

Primary Insurance Company:_________________________________ 

 ID#__________________________________Group #__________________               Relationship to Client: 

          Self___ Spouse____ Parent_______ 

Policy Holder/Employee's Name:___________________________________ 

Address if different from client:_______________________________________________________________________ 

Employee's Birth Date:_______________ 

Employed by:________________________________________________ Gender:  Male______ Female_______ 

Secondary Insurance Company:___________________________________ ID#_____________________________________________ 

Policy Holder/Employee's Name:__________________________ Relationship to Client: Self___Spouse____Child____ 

Employed by:__________________________________________ Employee's Date of Birth:_____________________ 

Primary Care Physician:___________________________________________Phone:____________________________ 

List of 

Medications:_______________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

Client Signature:________________________________________________ Date:_____________________________ 

Guardian/Parent (if minor) ________________________________________ Date:____________________________ 

*Co-payments and Deductibles are due at the time services are rendered.  Notice of cancellation is required 24 hours 

prior to your scheduled appointment to avoid a $75 missed appointment fee. 

 
 ******** OFFICE  USE ONLY ******** 

Co-Payment Due: _______________   Primary DX Code:_____________  Secondary DX Code:_________________ 

Deductible Due: ________________  Prior Auth/ #Sessions approved:______  Effective Dates: _______ to __________ 


