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The Somers Trust


Psychological Associates 

  

Center for Comprehensive Psychological Services


873 Turnpike St., North Andover, MA  01845-6105


TEL. (978) 688-8004   FAX (978) 686-8554

Client Information
Name:___________________________________
Today’s date______________________________

Address_________________________________
Birth date________________________________

Town____________State:_____Zip__________
Work Phone_______________________x________

Home Phone _____________________________
Cell Phone________________________________

SS#_____________________________________



Marital Status__________________________

Previous illness or hospitalization

____________________________________


List Names Of Spouse/Parent/Child/Sibling-including birth dates – For your therapist’s general information  
_____________________________________________Relation______________Birthdate:__________
_____________________________________________Relation______________Birthdate:__________
_____________________________________________Relation______________Birthdate:__________
Who were you referred by: ___________________________________________________

Primary Care Physician: _________________________Phone Number:_______________

I authorize payment of medical/psychological benefits to the Somers Trust for

services rendered.  Signature x________________________________________________

We ask that you pay at the time of your visit.  If you have insurance, please let us know.  We would like you to know we require a 24 hours notice for all cancellation. If we do not receive a 24-hour notification you, not your insurance company, will be charged. You may leave a message on our answering service 24 hours a day if we are unavailable.  __________ your initials

Have you seen another therapist in this calendar year Yes/ NO?  If so, how many times_________________.
Subscriber’s Information


Subscriber’s Name___________________________________________________


Group Number/If Applicable __________________________________


Subscriber’s Employer (include address)


_________________________________________________


Subscriber’s Date of Birth _____________________


IF WE DO NOT HAVE A COPY OF YOUR CARD 


ID#_________________________________________________________


Insurance Co.___________________________________________________________











