WELCOME TO THE HICKEY WELLNESS CENTER
NEW CLIENT REGISTRATION

Name: Soc. Security #
Last First MI

Address: Apt. # City

State: Zip Date of Birth:

“*PLEASE CIRCLE THE PREFERRED PHONE NUMBER TO REACH YOU:

Home Ph: ( ) Daytime Ph: (___)

Cell Ph: ( ) Fax :
“*MAY WE LEAVE A MESSAGE? Y N

Email address:

Sex: Male Female Maiden Name:

Marital Status: Married ____ Single: __ Divorced Separated__ Widowed
Employers Name: Employers Ph: (___)
Spouse’s Name: Spouse Daytime Ph: (___)
Referred by

Referring Physician:

Emergency Contact: (Relationship)

Contact Ph: ( ) Cell Ph: ( )

We do not participate with any insurance carriers. Payment 1s expected when services are rendered unless other
arrangements have been made prior to your appointment. Thank you.

Signature Date
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