
Mary St. Clair, LMSW 
REGISTRATION FORM 

 
 
CLIENT NAME:______________________________________    GENDER:  M   F 
 
PARENT’S NAME (if client is child)__________________________________  
 
ADDRESS:________________________________________ 
 
                  ________________________________________ 
 
HOME PHONE__(_____)_____________________________ 
 
CELL PHONE: __(_____) ____________________________ 
 
EMAIL ADDRESS: __________________________________ 
 
DATE OF BIRTH:______________________MARITAL STATUS:  S / M / D / W 
                                     Month         Day          Year 
 
EMPLOYMENT STATUS:  Full time   /  Part time  /  Retired  /   Not employed 
 
EMPLOYER:__________________________________________ 
 
WORK PHONE_(_____)_____________________ 

Is it all right if I call you at work?  _________ 
 
Emergency Contact:_____________________________________ 
 
 Relationship:__________________ Phone:_(_____)__________________ 
 
REFERRED BY:________________________________May I thank them?_____ 

 
Phone/Address________________________________________________ 

 
PHYSICIAN: Name, City, Phone:________________________________________ 
 
 
 
I do not accept insurance.  However, if you would like to submit your statements to your 
insurance company, I will be glad to provide whatever information they require. 
 
 
 
 
 
 
 
 
Office use only: 
Client ID #:___________Admission Date:__________90806 FEE:__________ 


