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Group Participant Registration  
 
 
CLIENT INFORMATION 
 
 
CLIENT NAME: ________________________________________________________________SEX:  ( M   F )  MARITAL STATUS:_________ 

LAST    FIRST   MI  
DATE OF BIRTH: _______-_______-_______      PATIENT #: (OFFICE USE)______________________________ 
       MO         DAY       YR 
ADDRESS: ________________________________________________________CITY: ___________________ STATE: _______ ZIP: _________ 
 
DAY PHONE: (______)____________________ EVE PHONE: (______)____________________CELL PHONE: (______)___________________ 
 
CHILD’S PHYSICIAN: ________________________________  PHYSICIAN PHONE: ____________________________________ 
 
 
 
 
RESPONSIBLE PARTY        (PARENT/LEGAL GUARDIAN) 
 
 
NAME: ______________________________________________________________________ SEX:  ( M  F )  MARITAL STATUS:___________ 
              LAST    FIRST            MI 
DATE OF BIRTH: _______-_______-_______   RELATION TO PATIENT: _______________________________ 
       MO         DAY       YR 
ADDRESS: ________________________________________________________CITY: ___________________ STATE: _______ ZIP: _________ 
 
DAY PHONE: (______)____________________ EVE PHONE: (______)____________________CELL PHONE: (______)___________________ 
 
EMAIL ADDRESS: ________________________________  
 
 
PAYMENT INFORMATION 
 

1. I understand that all FAC group programs are based on a private-pay format. 
2. To reserve your child’s spot in the group, a $100 deposit (applied to the total cost of the group) will be required 

upon phone confirmation of your child’s participation. (The $100 down payment will be refunded if the group 
leader determines that the child is not appropriate for group participation after his/her initial face-to-face group 
screening.) 

3. No refunds will be provided for missed sessions or if the parent/guardian cancels the child’s participation after the 
second group session. 

4. Family Achievement Center has the right to make modifications or deletions to this agreement at any time with or 
without notice. 

 SIGNATURE:    X __________________________________________________________DATE:  _______________   
                                            Parent/Legal Guardian                                                                                            1/2010 
        
 
                        
 
 
         

Providing services in: 
Physical Therapy 

Occupational Therapy 
Speech/Language Pathology 

Aquatic Therapy 
             Special Therapy Programs 
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OTHER CONTACTS      (OTHER PARENT, SPOUSE, LEGAL GUARDIAN OR CAREGIVER) 
 
Please list other individuals who are involved in taking care of the patient, such as spouse or caregiver, with whom you 
authorize Family Achievement Center to discuss the patient’s treatment. 
 
 
NAME: _________________________________________________________________________________________________________________  
              LAST      FIRST             MI 
RELATION TO PATIENT: ________________________________________________________________________________________________ 
    
ADDRESS: ________________________________________________________CITY: ___________________ STATE: _______ ZIP: _________ 
 
DAY PHONE: (______)____________________ EVE PHONE: (______)____________________CELL PHONE: (______)___________________ 
 
Name of Emergency contact who can be called in the event that the primary parent/caregiver is not available: 
 
 
NAME: _________________________________________________________________________________________________________________  
              LAST      FIRST             MI 
RELATION TO PATIENT: ________________________________________________________________________________________________ 
    
ADDRESS: ________________________________________________________CITY: ___________________ STATE: _______ ZIP: _________ 
 
DAY PHONE: (______)____________________ EVE PHONE: (______)____________________CELL PHONE: (______)___________________ 
 
 
 
 
 
HOW DID YOU HEAR ABOUT US?  Phonebook  ___ Website ___ Friend  ___ Dr  ___ Other_____________  
 
 
 
AUTHORIZATIONS and ACKNOWLEDGEMENTS 
 
 
 
 
I have received the Notice of Privacy Practices from Family Achievement Center, Inc. 
 
SIGNATURE:    X __________________________________________________________________DATE:   __________________  
                               Parent/Legal Guardian  
 
I authorize Family Achievement Center to add my name to their emailing list to notifiy me of upcoming programs, workshops, special 
events.  This email list is kept private and will not be sold or distributed to anyone outside of the clinic. Yes______No______ 
Email address:_________________________________________________________________________________________ 
 
I hereby authorize FAMILY ACHIEVEMENT CENTER to furnish information concerning my illness and treatments to 
INSURANCE CARRIERS, PHYSICIANS, THERAPISTS, AND/OR OTHER PERSONNEL, who are involved in taking care of the 
patient. I authorize payment of any medical benefits to FAMILY ACHIEVEMENT CENTER.  I certify that the above information 
is correct and that I AM RESPONSIBLE FOR PAYMENT OF SERVICES RENDERED.  I permit a copy of this authorization 
to be used in place of the original. 
 
SIGNATURE:    X __________________________________________________________________DATE:   __________________ 
   Parent/Legal Guardian  
   

THANK YOU! 


