
AAF SERVICES 
13508 Coachlamp Lane 

Silver Spring, MD 
Inez Costanzo, LCSW-C, BCD 

301-871-5408 
 
 
 

Name:      ____________________________________________________ 
 
Address:  ____________________________________________________ 
 
City:__________________________________ State:_____ Zip________ 
 
Phone Numbers:  Home:   (              )               -                                   . 
 
                               Work:   (              )               -                                   . 
    
                               Mobile:  (             )               -                                   . 
 
E-mail Address if you wish to use e-mail for communication:  
  
 
In case of emergency contact:  ___________________________________  
 

Phone Number: (              )               -                                   .   
 

Relationship to Client:  _______________________________ 
 
Names of Individuals Living in the Household, Including Ages and 
Relationship to Client: 
 
Name Age Relationship to you 
   
   
   
   
   
   
 



Additional Information  
 
Medicare ID:  _________________________  or Insurance Company _______________ 
Insurance Account # _____________________        Group #_______________________ 
 
Patient’s Relationship to Medicare Insured:   __ Self     __ Spouse   
 
Date of Birth of Client: ____/____/_____ Date of Birth of Insured: ____/____/____ 
 
Marital Status:    __ Single         __ Married       __ Other 
 
Employment Status:     __ Employed       __ FT Student     __ PT Student 
 
                __ Not Currently Employed 
 
If not currently employed, is it the result of a disability?  Yes__ No __ 
 
If yes, when did first become unable to work? ____/____/____ 
 
Is your condition the result of:   __ Employment   __ Auto Accident   __ Other Accident 
 
Do you have secondary insurance?      __ Yes      __ No 
 

If yes, relationship to secondary insured:  __ Self     __ Spouse 
 

If spouse, spouse’s name:   _________________________ 
 
  Address ____________________________________ 
 
  City _________________________ State: ____  Zip:  _______     
 
  Phone:  _________________________ 
 
  Date of Birth:  ____/____/____ 
 
 
Secondary Insurance Plan, Company Name:  _________________________ 
 
  Policy or Group No.:  _________________________   
 

Claims Address:  ______________________________ 
 
  City _________________________ State: ____  Zip:  ____________     
 
If through employer, Employer Name:  _________________________ 
  
Date of onset of current condition:  _________________ 
 
Diagnosis: _____________                               


