

Glass Rock Homeopathy

CLIENT REGISTRATION


Name of Client: ____________________________________     Birth Date:_____________

Relationship to Responsible Party:        Self         Spouse        Son         Daughter         Other

Client Address: ____________________________________________________________

Home phone: ___________________________      Cell phone: ______________________

Email address: _____________________________________________________________

Emergency Name & Phone:  __________________________________________________
                                              
                                               __________________________________________________

Physician’s Name, Address, & Phone: __________________________________________
                                               
                                               __________________________________________________
                            
                                               __________________________________________________


================================================================================
RESPONSIBLE PARTY INFORMATION


Name of Responsible Party: ___________________________________  Birth Date: __________

Address: __________________________________________________  Home Phone: ________

__________________________________________________________ Cell Phone: __________

Employer: ________________________________________________   Years Employed: _____

Spouse:  __________________________________________________   Birth Date: __________

Spouse Employer: __________________________________________   Years Employed: _____



I acknowledge that I am the responsible party for (client) ________________________, and I 	
understand that payment of homeopathic services is due at time of service.

Signature of Responsible Party: _____________________________________ Date: ________
7/15/2020
