Transformations, L.L.C.
Phone and Fax 502-899-5411

Provider Information Form

The information shall be provided on a strictly voluntary basis and will not affect the hiring decision.
Transformations collects this information on all new hires for purposes of contracting with providers, tax
reports, contracting with insurance companies, and claims billing.

First Name _SUSAN Middle ELIZABETH Last ANDERSEN

Preferred Name SUSAN

Birthdate (Month/Day/Year) 06/15/ 1969 Social Security # 286-80-5588

Gender  FEMALE

Home Address _138 ARDMORE CROSSING DR

City SHELBYVILLE_State __ KY Zip 40065

Name of Company (if applicable)

Company Address

Company EIN#

Contact Information:

*Business Phone _502-483-2766__ (# to be shared with providers and clients on website)
Cell Phone __502-640-0369

Home Phone ___ N/A Fax __502-437-5601_

Email __adoptadream@aol.com

Drivers License #j "n - l 9)0 ’ {Lq 7_/ State __ KY_ Expiration Date -7 z I lﬂ ! 2 L_)Z/}

College EAST CAROLINA UNIVERSITY

Degree _ MSW Major/Specialty CHILD AND FAMILY
Start Date ___8/1997___ Graduation Date __ 5/1999

License Type and Number O/ g \)\) Expiration Date

Licensing Supervisor of Record (for Associates/CSW applicants)

Name Phone Email

Are you applying for the position of:
Behavioral Health Professional _ X Behavioral Health Professional under Clinical Supervision
X Targeted Case Management



Transformations, L.L.C.
Phone and Fax 502-899-5411

Emergency Contact Information:

Name _TIMOTHY ANDERSEN Relationship MY HUSBAND

Work Phone _ N/A Home Phone __ N/A__ Cell Phone _502-595-8336__

Email timtoobold@aol.com

Address 138 ARDMORE CROSSING DR

City _SHELBYVILLE__ State_ KY_ Zip_40065_



