
FAMILY PSYCHIATRIC SERVICES, LLC 
Traci Marando, APRN 

1 Evergreen Avenue, Suite 34 
Hamden,  CT  06518 

*If possible, prior to your visit, please fax to 203-250-9918 or 203-439-2087
Attention:  Tanya 

Name: ___________________________________________________    Date of Birth: _______/________/_______ 

SS#: _______________________________________         M       F             single     married     widowed     divorced

Address: _____________________________________Town:____________________ State:_____Zip:__________ 

Phone: _________________________ Work: _________________________  Cell:__________________________ 

Primary Care Provider: ______________________________ Referred By: _________________________________ 

In an emergency, whom may we contact?  Name:______________________________Phone: _________________ 

INSURANCE INFORMATION 

Primary Insurance: _________________________________________   Effective Date: ______/_______/_______ 

ID #: _____________________________________________  Group #: _________________________________ 

Policy Holder’s Name: _______________________________  Relationship to patient:  self spouse  child  other 

Policy Holder’s Employer: __________________________________________      full time part time 

Secondary  Insurance: _______________________________________     Effective Date:______/_______/______ 

ID #: _____________________________________________    Group #: __________________________________ 

Policy Holder’s Name: _______________________________  Relationship to patient:   self      spouse    child    other

Policy Holder’s Employer: __________________________________________                   full time     part time   

ASSIGNMENT OF INSURANCE BENEFITS   I hereby authorize direct payment of surgical/medical benefits to the provider, for 

services rendered by the provider in person or under their supervision.  I understand that I am financially responsible for any 
balance not covered by my insurance company. Collection of any account balances past due three months after the billing date 
will be assigned to Eastern Account Systems of Connecticut, Inc.  

AUTHORIZATION TO RELEASE INFORMATION  I hereby authorize the provider, to release any medical information necessary 
to process my claims and determine benefits payable. Physician’s Billing Service will act as a secondary processor of 
claims/payments due on behalf of Family Psychiatric Services, LLC. 

MEDICARE/MEDICAID    I hereby authorize payment of Medicare benefits be made to the provider on my behalf for services 
rendered.  I authorize the release of any medical information needed to determine benefits or the benefits payable for related 
services. 

Patient Signature__________________________________________________  Date _______/_______/_______ 


	Name: 
	Date of Birth: 
	undefined: 
	undefined_2: 
	SS: 
	Address: 
	Town: 
	State: 
	Zip: 
	Phone: 
	Work: 
	Cell: 
	Primary Care Provider: 
	Referred By: 
	In an emergency whom may we contact Name: 
	Phone_2: 
	Primary Insurance: 
	Effective Date: 
	undefined_3: 
	undefined_4: 
	ID: 
	Group: 
	Policy Holders Name: 
	Policy Holders Employer: 
	Seconday Insurance: 
	Effective Date_2: 
	undefined_5: 
	undefined_6: 
	ID_2: 
	Group_2: 
	Policy Holders Name_2: 
	Policy Holders Employer_2: 
	Date: 
	undefined_7: 
	undefined_8: 
	Relationship-Self: 
	Relationship-Spouse: 
	Relationship-Child: 
	Relationship-Other: 
	Employed-Full-Time: 
	Employed - Part Time: 
	Policy Relationship -Self: 
	Policy Relationship - Spouse: 
	Policy Relationship - Child: 
	Policy Relationship - Other: 
	Policy Holder's Employer - Full Time: 
	Policy Holder's Employer - Part Time: 


