FRED L. DORFMAN, Ph.D.
Licensed Psychologist

DATA INTAKE SHEET

PATIENT’S  NAME __________________________     TODAY’S DATE__________

ADDRESS___________________________________      DATE OF BIRTH_________

                      __________________________________________       
HOME PHONE__________________ CELL PHONE___________________

EMAIL ADDRESS_______________________________
PARENT’S NAME (PATIENT’S 17 OR UNDER)______________________________

PARENT’S DATE OF BIRTH _____________        SOCIAL SEC. # ______________

PATIENT’S EMPLOYER OR SCHOOL______________________________________

OCCUPATION__________________________________________________________

BUSINESS PHONE__________________________

AT WHAT TIMES CAN YOU BEST BE REACHED?___________________________

HOME___________________________   WORK_______________________________

WHO REFERRED YOU HERE?_____________________________________________

NAME OF EMERGENCY CONTACT________________________________________

RELATIONSHIP TO PATIENT__________________PHONE_____________________

BRIEFLY DESCRIBE THE PROBLEM (s) FOR WHICH YOU ARE SEEKING HELP.

________________________________________________________________________

________________________________________________________________________

HOW LONG HAS THE PROBLEM (s) EXISTED?______________________________

HOW STRONGLY DO YOU WANT PROFESSIONAL HELP FOR YOUR PROBLEM?        (     )     VERY MUCH     (     )     MUCH     (     )     MODERATELY

                            (     )     COULD DO WITHOUT IF NECESSARY

NEXT PAGE

INSURANCE INFORMATION

DO YOU PLAN TO UTILIZE INSURANCE COVERAGE ?
                                          YES__________          NO ___________

NAME OF INSURANCE COMPANY________________________________________

CLAIMS ADDRESS______________________________

                                  ______________________________
PHONE #____________________________  CO-PAY_________________

IDENTIFICATION # _____________________           GROUP #________________

AUTHORIZATION # (IF NECESSARY)___________________________________
SUBSCRIBER NAME & ADDRESS IF DIFFERENT FROM PATIENT

_____________________________________________________________________

_____________________________________________________________________

NAME OF PATIENT’S FAMILY PHYSICIAN_______________________________

ADDRESS____________________________________PHONE:_______________

     I understand that payment is to be made at the time of session, and that I am financially responsible for all scheduled appointments, unless a minimum of 24 hours notice is given.  Further, I authorize my insurance company to make payment of all medical benefits for psychological services rendered to me directly to Fred L. Dorfman, Ph.D..
     I also give my authorization to disclose protected health information, including my clinical record and / or psychotherapy notes to physicians, attorneys, school personnel, and insurance companies when requested.  This release will terminate in one year from my last appointment unless a written notice for extension is given.

Signature / Authorization
