
Anna M. Adams Psy.D. 

Center for Social Emotional Wellness Ltd. 

_____________________________________________________________________________________ 

355 W. Dundee Road, Suite 200 Buffalo Grove, IL 60089 Phone: 847-541-4878 

Client Registration 

Patient Name: ______________________________________________  Date: ______________ 

Address: _____________________________________________________________________________ 

City: ______________________      State: ___________________ Zip Code: __________________ 

Home Phone: ________________________ May we leave a message: ☐  Y ☐  N 

Work Phone: ________________________ May we leave a message:  ☐  Y ☐  N 

Cell Phone: __________________________ May we leave a message:  ☐  Y ☐  N  

Cell Phone 2: _________________________ May we leave a message:  ☐  Y ☐  N  

Soc Sec #: _______ / ______ / ________ Patient’s Age: ______ Date of Birth____ /____ /____ 

Gender: ☐ Male   ☐ Female   ☐ Other 

Relationship: ☐ Single   ☐ Married   ☐ Separated   ☐ Divorced   ☐ Widowed 

Spouses Name: ________________________________________________________________________ 

Referred By: __________________________________________________________________________ 

 
Employment 

☐ Employed FT   ☐ Employed PT   ☐ Student FT   ☐ Student PT   ☐Other:___________________ 

Employer: ____________________________________________________________________________ 

Employer Address: _____________________________________________________________________ 

City: ______________________      State: ___________________ Zip Code: __________________ 

For Clients who are under 18 years of age: 

Mother/Guardian: ____________________   Address: ___________________ Phone: _____________ 

Father/Guardian: _____________________   Address: ___________________ Phone: _____________ 

With Whom does minor reside? __________________________________________________________ 

 
Emergency 

Emergency Contact: __________________________________ Relationship: _____________________ 

Phone Number: _____________________________________ 

 

Responsible Person for Billing 
Name: _______________________________________________________________________________ 

Address: _____________________________________________________________________________ 

City: ______________________      State: ___________________ Zip Code: __________________ 


