
Dr. Lisa Kamean-Silva 
Licensed Psychologist 

 

300 West Main Street  Building B  Northboro, MA 01532 
Phone (508) 393-4270 fax/phone  Email lisakamean@gmail.com 

 
 

Client Intake Form 
 

Client Name:  ________________         Parent’s Name: _______________ 

 

Address: __________________City:___________State:_____Zip:_______ 

 

Home Phone Number: ____________Work Phone: ___________________ 

 

Cell Phone: ____________ 

 

Gender: ______   Date Of Birth: __________  Age: ____  Grade:_______ 

 

Marital Status: ___________  Employer/School: ______________________ 

 

Insurance Information: 

 

Insurance Company:____________________________________________ 

 

Address: _______________City: ___________ State:______Zip: _______ 

 

Identification #_____________ Policy # ____________ Group #_________ 

 

Copay amount __________ Deductible ________ 

 

Policy Holder Information: 

 

Insured Person:  ________________Insured’s Insurance ID #:___________ 

 

Addresss : ________________City:_________State:____Zip:__________ 

 

Date of Birth: ________ Relationship to Client:________ Employer: _____ 
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Secondary Insurance 

 

Insurance Company:____________________________________________ 

 

Address: _______________City: ___________ State:______Zip: _______ 

 

Identification #:____________ Policy #:____________ Group #:_________ 

 

Copay amount: __________ Deductible: ________ 

 

 
I assign all the benefits from insurance or other third party coverage to Dr. Lisa Kamean-

Silva.  Further, I understand that by signing this form I acknowledge that if my insurance 

carrier does not cover certain services, I will pay for them in full.  I authorize the release 

of any medical information necessary to process any claim for services proved by Dr. 

Lisa Kamean-Silva.  A photocopy of this authorization will be honored.  

 

Signature (must be over 18)____________________      Date: _____________________     

 

 
 
 

 


