
PAT BARDENETf, LCSW, CADC, RYT,CHT 30 Avenue, Suite 1524 
Chicago,IL. 60602 

312-201-9002 

APPLICATION FOR SERVJCES 

Date _________________ _ 

N=', _________ ,DateofBirth, _____ _ 

Spouse _________ 'OateofBirth _____ _ 

Address, ________ ,City ___ ZipCode __ _ 

Telephone(H)' ____ ---'(W) ____ '(Cell) ____ _ 

Emplo)'er ________________ _ 

InsuranceCompany _____ I,ns. ID'---______ _ 

Group #, _______ Insured's Employer _____ _ 

CONSENT AND AGREEMENT FOR MENTAL HEAL 11·{ SERVICES 

Apppinlmenls: Each app<Jinlmeul, whether in the office or on the telephone, represents a specific 
amount 01 ume reserved lor )OU. "a "problem anses and }OU are unable to keep tillS tJme, I 
require 24_hollrlloticeofcaucellation. Youwillbe~hargedlorlat~e"",,<:Ilation"orfailed 
appointmcnts utlless there is a clear cmcrScncy. 

In,,,,,,,,..., auo..I PaYlllCIlls. All [~~>i""pay~ a.." du" dt lh" ~ Ll.tdl '"'" Yl""-" d.l~ ",mre",d wilt: .. 
other specific arrangt:ments have been made with the thL-rapist. I will be happy to provide an 
extra copy ofyourslatement for YOIlr Imll.lIaIlCe company SO that you may be rcunbursc d 

Consent: IIWe hereby consent to treatment m the om"" ofPtlt Bru-d""ett fm myself/ourselves 
IIWc undc:rstand. that wc may choose 10 terminate at any time andJ/We understand that OUT 
communications are protected by relevant state and federal laws and by Pat Bardenell's finn 
commitunenttoetbicalstandards. 

SignaILm:' _____ _ 
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