
1.  NAME OF PATIENT: _______________________________________________
 DATE OF BIRTH: ___________

SS#  OF PATIENT:   __________ - ______ - ___________        

2a.  NAME OF PARENT/GUARDIAN: _____________________________________
 DATE OF BIRTH: ___________

SS#  OF PARENT/GUARDIAN:   ________ - ____ - _________        DRIVERʼS LICENSE NUMBER: _______________

2b.  NAME OF PARENT/GUARDIAN: _____________________________________
 DATE OF BIRTH: ___________

SS#  OF PARENT/GUARDIAN:   ________ - ____ - _________        DRIVERʼS LICENSE NUMBER: _______________

3.  ADDRESS OF PATIENT: __________________________________________________________________________

CITY/STATE: ______________________________________________
 
    ZIP CODE: _____________________

3a.  ADDRESS OF PARENT/GUARDIAN in 2a (if different from patient): ____________________________________

CITY/STATE: ______________________________________________
 
    ZIP CODE: _____________________

3b.  ADDRESS OF PARENT/GUARDIAN in 2b (if different from patient): ____________________________________

CITY/STATE: ______________________________________________
 
    ZIP CODE: _____________________

4.  TELEPHONE NUMBERS AND E-MAIL OF PATIENT:

PATIENT HOME: ___________________________________
 
 PATIENT WORK:  _______________________

PATIENT CELL:  ___________________________________
 
 PATIENT E-MAIL:  _______________________

4(a) (b).  TELEPHONE NUMBERS AND E-MAIL OF PARENT/GUARDIAN:

2a.  GUARDIAN/PARENT HOME :  ________________________
 WORK:  ______________________________

CELL:  ________________________________

 E-MAIL:  ___________________________________________

2B.  GUARDIAN/PARENT HOME :  ____________________
 
 WORK:  _______________________________

CELL:  ________________________________

 E-MAIL:  ___________________________________________
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5.  EMERGENCY CONTACT: ______________________________________________________________________

 
 
     
 FIRST name                               LAST Name                                   Telephone number

RELATIONSHIP:  ___________________________________
       Alternate Telephone Number  ___________________________  

                          

6a.  EMPLOYMENT OF PARENT/GUARDIAN 2a: (List name of company and address)

NAME OF COMPANY: ____________________________________________________________________________

ADDRESS/CITY/STATE/ZIP: _______________________________________________________________________

EMPLOYMENT STATUS: Full time /  Part time / Not employed / Self employed / Retired / Student / Other (please circle)

6b.  EMPLOYMENT OF PARENT/GUARDIAN 2b: (List name of company and address)

NAME OF COMPANY: ____________________________________________________________________________

ADDRESS/CITY/STATE/ZIP: _______________________________________________________________________

EMPLOYMENT STATUS: Full time /  Part time / Not employed / Self employed / Retired / Student / Other (please circle)

7.
 NAME AND ADDRESS OF PERSON CARRYING INSURANCE OR RESPONSIBLE PARTY:

____________________________________________
 
 ___________________________________________

Name
 
 
 
 
 
 
 
 Phone numbers

______________________________________________________________________________________
Address 

 
 
 
 
 City
 
 
 
 State
 
 Postal Code

8.   NAME OF HEALTH INSURANCE: ________________________________________________________________

A.  S.S. # OF POLICY HOLDER: ________ - ____ - ________    

B.  DOB OF POLICY HOLDER: ____________________

C.  POLICY IDENTIFICATION NUMBER   ___________________________    D. GROUP NUMBER ________________

9.  PATIENT REFERRED BY: ___________________________________________  CHART NUMBER: ____________
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PERMISSION TO TREAT


 Permission is hereby given to Cayenne Wellness Center and Childrenʼs Foundation 


 to render treatment and/or service to: _________________________________________ .


 
 
 
 
 
         patientʼs name




 Permission is further given for Cayenne Wellness Center and Childrenʼs Foundation 


 to exchange information regarding  ____________________________________________ 
 with 

         
 
 
 
 
 
   patientʼs name

                  

 ___________________________________________________ 

 Name of agency


 ___________________________________________________ 

 Address of agency


 ___________________________________________________ 

 City, State and Postal Code 


 ___________________________________________________ .

 Telephone number of agency


 ___________________________________________________ .

 Contact Name

                                                                                                                                                                                   

 SIGNATURE OF PARENT/GUARDIAN: __________________________________  DATE: _________


 SIGNATURE OF THERAPIST: ___________________________________  DATE: _______________
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