                        Maria Baratta, PhD, LCSW

Welcome!  The following information will be kept confidential.
Name_____________________________________________________________
Address________________________________________________ Zip code ___________
Age________ Date of Birth _______________________
Telephone- Cell __________________________ Home__________Work____________
Email address______________________________________________________________
I authorize email -    Please initial     ________________
Health/Family Information
Any medical conditions? __________________________________________________
Medications? _______________________________________________________________
Prescribing Physician(s) ___________________________________________________
Primary care/ Physician Telephone#______________________________________
Date of last physical exam___________________________________
Mother living?_____  Father living?_____      Sisters?_____ Brothers?______
Please circle-  Single Married Partnered Divorced Separated Widowed
Children:  _______________
Are you presently employed?_____ Occupation_____________________________
Have you been in therapy before? _________ If yes, when?_________________
Insurance Information
Insurance Co.___________Insurance ID#____________________________________
EmergencyContact Name/relationship______________________________Tel#_______________________
I authorize tele -health___________________________________________________
Signature_____________________________________________Date___/___ /___





