
                      
                                 11520 W. 183rd Pl. Suite 100 
                                         Orland Park, IL 60467 

            Office: 708-478-7080 
             Fax: 708-478-7086 

 

                                                          CLIENT REGISTRATION INFORMATION  
*First Name____________________________Last Name_______________________________  
*Parent Name if different than above  _______________________________________________  
*Street Address  ________________________________________________________________  
*City, State, Zip ________________________________________________________________  
*Birth Date ____________________ Age _______  SS# ________________________________ 
 Employer/School  _______________________________________________________________  
Home Phone __________________________ Work Phone ______________________________  
Cell Phone __________________________How late can calls be returned? _________________  
Email  ________________________________________________________________________  
Referred By  ___________________________________________________________________  
Employment Status:    Employed  Full-time   Part-time  Student         Marital Status:   Single  Married  
Other   

 
INSURANCE INFORMATION  

*Insurance Company ____________________________________________________________  
*ID# _________________________________________________________________________  
*Group/Policy # ________________________________________________________________  
*Insurance Phone #  _____________________________________________________________  
*Policyholder’s First Name _____________________Last Name _________________________  
Street Address  _________________________________________________________________  
City, State, Zip _________________________________________________________________  
*Birth Date ___________________ Age _______  SS# _________________________________  
*Patient Relationship to the insured:  Self   Spouse  Child  Other  
Employer  _____________________________________________________________________  
Home Phone __________________________ Work Phone ______________________________   

Copay or Coinsurance Amount (may be different than your medical amount) ________________ 
Deductible (may be separate from your medical deductible) ______________________________   

 
ASSIGNMENT OF BENEFITS AND RELEASE OF INFORMATION I hereby assign, transfer, and 

set over to The Full Circle Alliance Inc. of my rights to my medical reimbursement benefits under my 
insurance policy.  I authorize the release of any medical information needed to determine benefits.  

This authorization shall remain valid until written notice is given by me revoking said authorization.  
I understand that this order does not relieve me of my obligation to pay such bills if not paid by my 

Insurance Company or of any balance due after payments made by my Insurance Company.    
X _____________________________________________________ X _______________     
 Signature of Responsible Party                                                       Date 

 

                                             


