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Client Information 
 
Client’s Name: _____________________________________ DOB: ____________ Age: ________  

Address: _____________________________________________________________________________ 

City, State, Zip: ____________________________________________    Phone: ___________________  

Work Phone: ______________________   Mobile: ______________________      Male or Female  

Email: ______________________________________ Best way to contact you? ____________________ 

Grade: ________ School: _______________________________________________________________ 

School Address: _______________________________________________________________________ 

Referral Source: _______________________________________________________________________ 

Party Responsible for Payment 

Custodial Parent or Legal Guardian Name: _________________________________________________ 

Address: _____________________________________________________________________________ 

City, State, Zip: ____________________________________________    Phone: ___________________ 

Work Phone: ______________________  Mobile: ______________________ 

Payment Information 

Name on Credit Card: __________________________________________________________________ 

Credit Card Type: ____________________ Credit Card Number: _______________________________ 

Expiration Date: Mth_________/Year___________   CVV: ___________________ 

I give permission to maintain this credit card on file, and for Theresa Cerulli, M.D. & Associates to 
process all future charges using this credit card.  I will notify Dr. Cerulli with updated Credit Card 
information as it become available. 
 
Signature: _______________________________________  Date: __________________ 


