
CLIENT INFORMATION	


www.balancestresstx.com	


First Visit Date:__________________________ 

!
NAME:_________________________________________________________________ 

                       First                                         Middle                                     Last 

ADDRESS:_____________________________________________________________ 

_______________________________________________________________________ 

!
PREFERRED PHONE NUMBER:________________________________________________	


DATE OF BIRTH:_____________________________________ 

MARITAL STATUS: (circle one) Single, Married, Divorced,  Separated  

EMPLOYER:____________________________________	


SSN:_____________________________________________	




PROVIDE COPY OF YOUR INSURANCE CARD (front and back)	


PATIENT RELATIONSHIP TO THE INSURED: _____________________________ 

INSURED'S NAME:______________________________________________________ 

ADDRESS:_____________________________________________________________	


DOB:___________________________________________________________________ 

PRIMARY INSURANCE CARRIER:___________________________	


GROUP NUMBER:__________________________________________	


PHONE NO:_____________________________________ 

PROVIDE COPY OF YOUR CREDIT CARD (front and back)	


CREDIT CARD/DEBIT CARD NUMBER:________________________________________	


(circle one) Visa, Master Card,  American Express,  Discover 

EXPIRATION DATE:__________________________________________________________ 

CVV: (3 digits on back of card)_________________  

BILLING ADDRESS: (if different from above)__________________________________________ 

!
_____________________________________________________________________________________ 

!
!
CARDHOLDER SIGNATURE:____________________________________________ 

 


