Childhood Anxiety Solutions, LCSW, PLLC
185 Miller Place Road




   535 Broad Hollow Road, Suite B-9
Miller Place, NY  11764




Melville, NY  11747
631-331-8759

INTAKE FORM

PATIENT NAME ______________________________________
DATE OF BIRTH_______________

ADDRESS__________________________________________________________________________

HOME PHONE____________________________  CELL #___________________________________

WORK #__________________________________  E-MAIL _________________________________

 INSURANCE _________________________________
ID#________________________________

SUBSCRIBER’S NAME___________________________
EMPLOYER_________________________

SUBSCRIBER’S DOB_____________________________
RELATIONSHIP_____________________

PHYSICIAN’S NAME & TELEPHONE___________________________________________________

*Please be advised that fees are payable at the time of service.  Client is responsible for any non-covered charges by insurance.  
***Initial _____Payment is expected for cancelled sessions, unless 24 hours notice is given.
***Initial______Payment is expected for school visits/meetings and any reports/letters written for the client.  
I, ______________________________________, authorize Childhood Anxiety Solutions, LCSW, PLLC to mark the section “authorized person’s signature on file”.  This section authorizes:  

A) The release of any information necessary to process claim

B) Payment of benefits to Childhood Anxiety Solutions, LCSW, PLLC.
I also authorize ____________________________ to share necessary information with my (or my minor child’s) psychiatrist /physician as it relates to the mental health treatment plan.

This authorization will remain in effect until terminated in writing by the enrollee.

________________________________________

Client Signature (Parent, if minor)
___________________________
Date

5/13
