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theSupplement.org
   Client Registration
Last name: ________________________  First: ___________________  Middle: ________________
Address: __________________________________  Birth Date: ____ /____ /______   Age: _______    
   __________________________________       Gender:    □ M    □ F    □ Other
      City: __________________   State: _____    Zip Code: __________ 
E-Mail Address: ___________________________________  Occupation ______________________
Home Phone (       )        -              Work Phone (       )        -             Cell Phone (       )        -______
Name of person responsible for payment (if different than client) ______________________________________

Address: ___________________________________________________________________
How did you hear about us?      

Practitioner / Mailer / Friend / Yellow Pages / Magazine / Radio / TV / Lecture / Passing By / Brochure  
Website / Advertisement / Search Engine / Other _______________ 
If referred, then by whom? ___________________________
Emergency Contact:
__________________________  ______________   (        )       _ -________  (        ) _       -________
  Name
 


         Relationship   
    Home Phone:                          Work Phone:

HIPPA Acknowledgement and Appointment Reminder Statement
I acknowledge that the privacy practices of Health Share Network, Inc. and its practitioners (hereafter “the practitioners”) have been discussed with me.  The practitioners may need to contact me regarding treatment (as in the case of appointments or instructions for home care regarding the treatment).  If this contact is made by phone and I am not at home, a message will be left on an answering machine or with whoever answers the phone.  By signing this form I am authorizing the practitioners to contact me with these reminders and information.
IF YOU ARE A STATE, FEDERAL OR LOCAL AGENT – UPON ENTERING THESE PREMISES YOU MUST DECLARE SAME OR UNDER THE BIVENS ACT ARTICLE 42 – BE HELD LIABLE
I have read and understand this document and have provided accurate information to the best of my knowledge.

___________________________________
  

  Client Name Printed 
___________________________________
_______________________
  Client Signature (or Parent/Guardian of Client)             Date

For Parents/Guardians:

As the parent/guardian of  ________________________, the above named, I give permission to Health Share Network to provide care for my child.
___________________________________  _______________________
  

  Parent/Guardian Signature


   Date

The practitioners are not responsible for untrue statements made by patients.   Payment is due at time of office visit.
