
DEBRA S. ROSENBERG, LCSW, BCD 
444 South State Street 

Suite C-1 
Newtown, PA  18940 

215-801-9297 
 
 

CLIENT REGISTRATION FORM 
 
 
 
Client Name _________________________________________________ 
 
Home Address _______________________________________________ 
 
City, State and Zip Code _______________________________________ 
 
Home Phone _____________________ Cell Phone __________________ 
 
Date of Birth _________________ Sex __________ 
 
Employer ______________________Work # _______________________ 
 
Occupation _________________________ 
 
Current Household Composition ___________________________________ 
_____________________________________________________________ 
_____________________________________________________________ 
 
Significant Other’s Name _________________________________________ 
 
 
Highest grade completed ___________    Degree/School ______________  
 
Permission to call and leave message:  at home____ work _____ cell ____ 
 
Primary Care Physician ___________________ Permission to contact ___ Y ___N 
 
Referral Source _________________________ Permission to contact ___ Y ___N 
 
 
Emergency Contact _______________________ 
 
Phone number ___________________________ 
 
Will you need a monthly billing statement to submit to  
your insurance company?   _____Y  ______N 
 
 
 
 


