Tammy Sollenberger, LCMHC 
tammysollenberger@comcast.net


INTAKE PATIENT INFORMATION


Patient’s Name:__________________________________________________________________

Address:_______________________________________________________________________

City: _____________________________  State: ___________  Zip Code: __________________

Home Phone: __________________  Cell: __________________  Birth Date: _______________

Email address: __________________________________________________________________
  
Employed By:___________________________________________________________________

Occupation: __________________________________  Business Phone: ___________________

Referred by: ____________________________________________________________________

Medical Insurance Company_______________________________________________________

Membership Number: ________________ Medical Coverage Code (if applicable): _____________

Subscriber’s Name: ______________________________________________________________

Subscriber’s d.o.b.: ___________________


The reason I am seeking psychotherapy/consultation: __________________________________________

____________________________________________________________________________________

Billing Authorization - Please Read and Sign
I hereby authorize Tammy Sollenberger to furnish information to insurance carriers or government agencies concerning my mental health and treatments and I hereby assign to them all payments for medical services rendered to myself or my dependents.  I understand I am responsible for any amount not covered by insurance.  A copy of this signature is as valid as the original.

The fee for psychotherapy services is $150 per session. Cancellations must be made at least 24 hours in advance, otherwise a $100 fee will be charged for the missed session. Such fees cannot be billed to insurance carriers.  

NOTE:  All patients are expected to pay their portion of the bill within 30 days upon receipt of first statement.  Cash, check, money orders are all acceptable.  If any problems are anticipated in paying the bill on time, please discuss the problem now.


Signature: ____________________________________________________   Date: __________________
Print Name:___________________________________
