Tammy Svenson, MS, LICSW

Patient Information — Please complete entirely and print clearly.

Date: Referred by:

May I call or write to acknowledge the referral? Yes No

Client’s Name: First: MI: Last:

Address: Apt./Suite

City: State: Zip:

Phone: Home: Able to leave VoiceMsg: Yes No
Mobile: Able to leave VoiceMsg: Yes No
Work: Able to leave VoiceMsg: Yes No

Please designate preferred number to call with asterisk and designate best time.

Email:

Social Security #: Birthdate: Age:

Gender: Female Male Marital Status:

Children (if yes, how many, names, and location):

Please check if you are: Employed Unemployed Student Disabled
Retired Homemaker Occupation:
Highest Level of Education:
Employer:
Address: Apt./Suite
City: State: Zip:
Employer Phone: Hours:
In Case of Emergency Contact Name:
Relationship: Home Ph: Work Ph:
Address: Apt./Suite
City: State: Zip:
List Medications, including over the counter:

Whole Life Health Care 100 Shattuck Way, Ste. 200 Newington, NH 03801

Tel: 603.431.6677 x303 Fax: 603.610.2232



Physician: Phone:

Address: Apt./Suite

City: State: Zip:

Psychiatrist: Phone:

Address: Apt./Suite

City: State: Zip:

Other Provider: Phone:

Address: Apt./Suite

City: State: Zip:

Authorization: By initialing here, I give Tammy Svenson permission to contact the above named
physician(s) in order to coordinate care (initial here — )

Insurance Information: Please bring copies of Insurance Card(s) with you to appointment.

Person Responsible for Payment: Social Security#:

X
Signature of Person Responsible for Payment (Must be signed for services to begin)

Primary Insurance: Phone:

If Medicare: Part(s): A and/or B Effective Date of B:
Contract/ID#: Group/Acct#:
Subscriber: Subscriber Date of Birth:

Client’s relationship to Subscriber: Self ~ Spouse ~ Child  Other

Secondary Insurance: Phone:

If Medicare: Part(s): A and/or B Effective Date of B:
Contract/ID#: Group/Acct#:

Subscriber: Subscriber Date of Birth:
Client’s relationship to Subscriber: ~ Self ~ Spouse ~ Child _ Other:

I authorize use of this form on all my insurance submissions. I authorize release of information
to my insurance company. I authorize direct payment to Tammy Svenson for services provided.

Print Name:

Signature: Date:

Whole Life Health Care 100 Shattuck Way, Ste. 200 Newington, NH 03801
Tel: 603.431.6677 x303 Fax: 603.610.2232



