
Registration Information
Name_______________________________________________________Today’s Date_______________________
Mailing Address________________________________________________________________________________

City________________________State______ Zip _______________ Age______ Date of Birth ______________

Home phone ____________________(OK to call? Y__ N__) Work/Cell_______________________(OK?) Y__ N___

Social Security # ________________________(optional) 

Spouse/Partner Name (or parent, if client is a minor)______________________________Phone #___________
Medical History

Who is your primary care physician? ______________________________________________________________

Chronic or Severe Illnesses?____________________________________________________________________  

Current Medications (When started?)   ____________________________________________________________

Past History of Psychiatric Medications___________________________________________________________

Previous Mental Health Care/Counseling (when/how long?)___________________________________________

How were you referred to this office? ___________________________________________________________

Office Policies: 
Please initial here that you have received and signed the outpatient services contract given to you_____________

Assignment and release

I, the undersigned, have insurance coverage with                         ____                    (or, if private pay, check here___)
and assign directly to Paul Giancarlo, LCSW, all medical benefits, if any, otherwise payable to me for services rendered.  I understand that I am financially responsible for all charges whether or not paid by insurance, including missed appointments and late cancellations.  I hereby authorize Paul Giancarlo, LCSW to release all information necessary to secure the payment of benefits.  I authorize the use of this signature on all my insurance submissions.

Client Signature____________________________________________________ Date________________________

Parent Signature (if minor)__________________________________________________Date__________________

For referral use or update only

I have reviewed the information above and it is still current   Signature ______________________Date_________
Paul Giancarlo, LCSW


295 E. Main St., #2


 Ashland, OR 97520


541- 482-7070














