
Colo ny Care Beh avioral Health

Initial Intake Face  Sheet Form

Patient Name DOB

Address:

City:_ State Zip:

Home Phone Cell

Responsib le Party if Pt. is Minor:

Prima ry Care Provider Phone #

PCP Address

____ ___________________ ____________________________

_______________________ Initial Co pay/Extended Copay

Subscriber: _____ __________________________________ Subscriber’s DOB: __ _________________

Subscriber’s Social Se curity #:___ _______________      Subsc riber’s Relation to Patient: __ ________

Autho rization #: ___ ___________________________ # of Sessions: __ _______  

Effective Date: ________ Expiration Date: ______________ Total # Session P er Yr Benef it:________

_____ ________________________________________
____ _____________________________________________________________________

Y/N)
Y/N)

Patient/Le gal Gua rdian Signatu re: ___ ________________________________ Date: _________

                                   113 Belmont St, Bel mont, 024 78    Phone 781-43 1-1177 Fax 7 81 -431-118 1
11 River Str eet W ell esley, MA 024 81  Phone 78 1.43 1.1 177  Fax 781.4 31.1 18 1
84 1 Main Str ee t Walpol e, MA 02 08 1   Phone 50 8.66 0.6 699 Fax 508.6 60. 665 8

Updated 7/22/09

Today’s Date: ____ __________________ Provider I a m seeing toda y:   ____ ______________________

:_____________________________________ : _____________ Age: _________

____ __________________________________________________________________________

__________________________________________ :______________ __________

:______________________________________ (Self/Parent): _____________________

_________________________________________________________

Employer:____ _____________________________________ Work Phone: ___ _____________________

If Student, Where/Grade:____ ________________________ E-Mail Address: ___ __________________

Emergenc y Contact: ____ ___________________________ Phone #: __ __________________________

: ____ ________________________ : ____________________________

: _________________________________________________________________________

Current Medications: ____ ________________________________________________________________

Name, #, a nd address of Professional that referred you:_______________________________________

______________________________________________________________________________________

Patient’s In surance Comp any: Card #:

Insurance Phone  #: :___________________

Subscriber’s Address if differe nt than patients: ___ __________________________________________

Insurance Group #: __ ______________________________ Subscriber’s Em ployer:___ ____________

If there is se condar y insuranc e, Ins. Co. Name:
Card Number:

I hereby authorize b y my signature that:
1.____ ( My therapist ma y contact a nd coordinate m y treatment with  my Primar y Care Ph ysician .
2.____ ( As insured or authorized person, I hereby assign any insuranc e benefits to Colony Care  and 
authorize them to furnish an y necessary information nee ded to submit and process claims  to m y insurance 
compan y.
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