
 

 

Adam Lukeman, LCSW | 917-805-9213 | adamlukeman@gmail.com | www.adamlukeman.com  

 

Patient Registration Form  

Patient Demographic Information 

Patient Name: 

 

________________________________________ 

Social Security #: 

 

________________________________________ 

Street Address: 

 

________________________________________ 

Date of Birth: 

 

________________________________________ 

City, State, Zip Code: 

 

________________________________________ 

Home Phone: 

 

________________________________________ 

Gender: 

 

________________________________________ 

Work Phone: 

 

________________________________________ 

Email Address: 

 

________________________________________ 

Mobile Phone: 

 

________________________________________ 

Primary Physician: 

 

________________________________________ 

 

phone#__________________________________ 

Psychiatrist (if any): 

 

________________________________________ 

 

phone#__________________________________ 

Emergency Contact Person: 

 

________________________________________ 

Emergency Contact Phone: 

 

________________________________________ 

How did you hear about us? 

 

________________________________________ 

Marital Status: 
 
Single_______    Married________ 

1 



 

 

Adam Lukeman, LCSW | 917-805-9213 | adamlukeman@gmail.com | www.adamlukeman.com  

 

Responsible Party 
 

Responsible Party is the person who will be paying the per-session fee for services (leave blank if 

same as patient) 

 

Responsible Party: 

 

Home Phone: 

Street Address:  

 

Work Phone: 

City, State, Zip Code: 

 

Mobile Phone: 

Relationship to Patient: 

 

Responsible Party SSN: 
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Insurance Information 

Leave blank if not applicable. 

Primary Insurance: 

 

Policy Holder Name: 

Company Address: 

 

Policy Holder Date of Birth: 

City, State, Zip Code: 

 

Identification Number: 

Company Phone: 

 

Policy/Group Number: 

Employer: 

 

Policy Holder SSN: 

Secondary Insurance: 

 

Policy Holder Name: 

Company Address:  

 

 

Policy Holder Date of Birth: 

City, State, Zip Code:  

 

Identification Number: 

Company Phone: 

 

Policy/Group Number: 

Employer:  

 

Policy Holder SSN: 

 

 

 

Signature: _______________________________________  

 

 

Date: ____________________________________________ 
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