
Colleen Moloney, LCSW

Intake Information 

Date:___________________

Client Name:__________________________________________________________

Address:_____________________________________________________________

_____________________________________________________________________ 

Email Address:_________________________________________________________

Birth Date:_______________________Phone#:_______________________________

Employer:_____________________________________________________________

Insurance Co:__________________________________________________________

Group #:_____________________________ID #______________________________

Secondary Insurance:___________________________________________________

Group#:_______________________________ID#:____________________________ 

Insured Name (if different than client):_______________________________________

Relationship to Client_________________________Date of Birth__________________ 

• I understand that I am responsible for payment in full for all services. 
• I authorize the release of any information necessary to process insurance claims 

for services provided by Colleen Moloney, LCSW.
• I have read and understand the policy statement for this practice,including the 

late cancelation/no show fee.
• I agree to the use email for scheduling purposes knowing that email is not 

considered a private form of communication. ____(initial here)  

Signature____________________________________Date:____________________ 
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