Linnea L. Mavrides, Psy.D., PLLC_______________________________________________
175 West 76th Street, Apt. 2G, New York, NY 10023 (347)

Patient Registration Form

Please print clearly:

Date:________________________

PATIENT INFORMATION

Name:

Last					First					Middle


Address: _____________________________________________________________________________________



Telephone: _________________________	Email address: _____________________________________

Date of birth: _______________________

Please circle response:
Is it okay for me to leave messages for you at this number?		Yes	No
Is it okay for me to email you at this address?				Yes	No


BILLING ADDRESS IF DIFFERENT FROM ABOVE

Name: 

Mr./Mrs./Ms./Dr.			Last				First


Address: _____________________________________________________________________________________






EMERGENCY CONTACT INFORMATION

Emergency Contact Name: ________________________________________________________________

Relationship to Patient: ___________________________________________________________________

Emergency Contact Number(s): _________________________________________________________


PRIMARY CARE PROVIDER

Name: _________________________________________	Phone: _______________________________

Address: _____________________________________________________________________________________

Current Medications (and dosages): ____________________________________________________



Please circle response:
Is it okay for me to call your primary care provider to coordinate treatment?  Yes    No


PSYCHIATRIST (if applicable)

Name: _________________________________________	Phone: _______________________________

Address: _____________________________________________________________________________________

Current Medications (and dosages): ____________________________________________________



Please circle response:
Is it okay for me to call your psychiatrist to coordinate treatment?    Yes	     No


OTHER PROVIDERS

If you are currently working with any other treatment providers, please list their names and telephone numbers below.  This includes nutritionists, physical therapists, group therapists, and other medical and mental health care providers.

Name: _________________________________________	Phone: _______________________________

Relationship to patient: ___________________________________________________________________


Name: _________________________________________	Phone: _______________________________

Relationship to patient: ___________________________________________________________________


Name: _________________________________________	Phone: _______________________________

Relationship to patient: ___________________________________________________________________

Please circle response:
Is it okay for me to call these providers to coordinate treatment? 	Yes	No



INFORMED CONSENT

By signing below, I give Dr. Mavrides permission to call only the providers that I have indicated she may contact in order to coordinate my care.  I understand that she may have to break my confidentiality in the case that I become a danger to myself or others or if she is subpoenaed by a court of law.



________________________________________________________			________________________
Signature								Date
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