
COURAGEOUS TRANSFORMATIONS, INC 

 
PATIENT REGISTRATION FORM 

(Please Print) 

Today’s date: Intake #:                      MO Pt#: 

PATIENT INFORMATION 

Social Security Number * Patient’s First name * M.I. Last * Birth date * Gender * 

    /          /  M     F 

Ethnicity/Race * Pref Language * Eye color Hair color Weight  Height 

 African American    Caucasian   Hispanic /Latino 
 Native American     Other____________ 

     

      

Employment *   Employed   Unemployed   Disabled   School  Homemaker Occupation: 

                                         Street address *              Cell phone no *             Home phone no.: 

 (           ) (          ) 

City * 
State 
* 

ZIP Code * Emergency Contact * Emergency phone * Emergency address * 

      

 

Email: Legal name (if different than above) Marital status (circle one) 

  Single  /  Mar  /  Div  /  Sep  /  Widow(er) 

Employer: Employers address: Employer phone no.: 

  (           ) 

Chose clinic because/Referred to clinic by (please check one box):  Dr.   Website   Family/Friend   Other_______________ 

Highest grade completed in school 
 None        Elementary (K-5th grade)    Mid School (6-8th grade)    GED 
                    HS-grade:_____  HS diploma     College    Degree:_________ 

How will you get to the clinic?  Own car    Bus  Other:_____________  

LEGAL STATUS 

 
Have you been incarcerated? _______________________________________________________  
  
History of Charges?_______________________________________________________________ 

ARE YOU TRANSFERRING FROM ANOTHER CLINIC? 

 NO, I am not transferring from other clinic (skip this section)   YES, I am transferring from other clinic (complete this section below) 

Reason for Transfer: 
 
 

Former Clinic’s Name:    How many take homes do you receive?    

Current Dose (mg):  Date Last Dosed:  
    

 

PAYMENT INFORMATION 

Self Payment (No Insurance):  Cash  Check   Debit/Credit Do you need help in signing up for insurance?  Yes  No 

The Opioid Treatment Program is currently not accepting Insurance but is in process to become a provider.  If you are registered for 
counseling co-occurring disorders this is a separate program which is billable to select Insurance agencies, please inquire with staff. 

Insurance Plan:  Name of Policyholder:  

Policyholder Address: 
(If not same as above) 

 
Street      City  State        Zip 

code 

Group#:  ID#:  

Policy holder DOB:  Policyholder Phone:  Policyholder SSN#:  

      

The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the clinic. I understand that I 
am financially responsible for any balance. I also authorize [Name of Practice] or insurance company to release any information required to 
process my claims.  Additionally, I authorize CT to obtain a NM BOP prescription monitoring program report. 

     

 Patient/Guardian signature  Date  
 

 


