
Lea Goldstein, Ph.D. 
Licensed Psychologist 

Psy11428 
 

PATIENT INFORMATION 
Today’s Date: ____________ 

 
Name: ______________________________________________D.O.B.______________ 
 
Address: _______________________________City:__________________Zip________ 
 
Home Phone: ______________________ Mobile Phone: _________________________ 
 
Email: ___________________________________________SS#:___________________  
 
Marital/Relationship Status:___________ Children(Names/Ages):__________________  
 
_______________________________________________________________________ 
 
Occupation: _____________________Employer:________________________________ 
 
Employer Address: _______________________________________________________ 
 
Work Phone: __________________________  
 
Emergency Contact: ______________________________________________________ 
 
Phone: _________________________ Relationship: ____________________________ 
 
Current Physician(s): _____________________________________________________ 
 
   Phone: __________________ Last Visit: ____________ 

   
_____________________________________________________ 

 
   Phone: __________________ Last Visit: ____________ 
 
Current Medications: ______________________________________________________ 
 
________________________________________________________________________ 
 
Previous Therapy: 
 
Name: __________________________ Phone: _____________________Years:_______ 
 
Name: __________________________ Phone: _____________________Years:_______ 


