           





Karen Wachtel, PhD








          20 Canterbury Road, Great Neck, NY 11021
Please take a few moments to complete the following information. All information will be kept strictly confidential.

Name: _________________________________________________________________________ 

Date of Birth: ________________________ (mm/dd/yy)

Address: _________________________________________________


    _________________________________________________
Occupation/Where: _______________________________________________________________
Home Phone:______________________________________________ 

Cell Phone: _______________________________________________

(Please indicate preferred contact number)
Work Phone:______________________________________________  

May I leave messages on your answering machine/voicemail?  Y
N
(Please indicate any special instructions about leaving messages)
_____________________________________________________________________________________

Email Address: _______________________________________________

May I email you to assist in scheduling or to provide you with referral information?  Y
N
Are you currently married?
Y
N
If yes, spouse’s name: ______________________________________ 
Phone: ________________       

Emergency Contact: _______________________________________ 
Phone: ________________       

Relationship: ___________________________________________________

Have you been in therapy/psychiatric treatment before?
Y
N

With whom and when:_______________________________________
Phone:______________________


                         _______________________________________
Phone:______________________

Physician: ________________________________________________   Phone:_____________________

May I contact these providers to discuss your care?   Y
N

Do you have any ongoing medical conditions?      Y         N

If yes, explain: _________________________________________________________________________

Are you currently taking any medications?    Y         N

If yes, list medications and doses: ________________________________________________________

Please sign and date: 
x______________________________________________________      Date:________________________






