
Bernadette Hubbs, LPC, NCC
Patient Registration Form
Name: ____________________________________ Date of Birth: _____________________	
Phone:_________________________   Email:__________________________________________
Address:_____________________________________________________________________________
Emergency Contact _______________________________ Emergency Contact Phone #______________________

Primary Physician/OB/GYN:____________________________Occupation:______________________________

Relationship/Marital Status______________________ Do you have a support system? Yes/ No

Reason for seeking therapy at this time? __________________________________________________________________________

Have you ever had any previous counseling? Yes or No   If yes, when and the reason: ________________________________________________________________________
Have you ever been diagnosed/ treated for anxiety or depression? If yes, when? ______________________________

Are you currently or have you been in the care of a psychiatrist in the past? _________________ If yes, when? _____________

Do you have any underlying health conditions/ recent hospitalizations_____________________________________

Are you currently taking any medications? Yes/No If yes, name of medication(s) dosage______________

Do you have children? Yes/No If yes, ages of child/children_______________________________________________

Have you ever had a Pregnancy Loss?   Yes or No?    If yes, when? _________________________________

**If you are utilizing your Insurance Benefits, please fill out the section below.

Insurance  Company: ____________________ID #___________________________ 
Insured name:  ______________________________  Date of Birth:__________________________
Group #_________________________Address on back of card_________________________________   
  
Signature: _______________________________________________ Date: ____________________
