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                       Forest Hills, NY 11375

__________________________________________________________________________________________________

Demographics Form
Date: ________________

Patient Name:_____________________________   Age: ____
Date of Birth:____________

Address:
_________________________________________________________

(Current)

_________________________________________________________

Phone #:____________________________(cell)  Can we contact you at this number?    Y    N
               ____________________________(home)  Can we contact you at this number? Y    N
               ____________________________(work)   Can we contact you at this number?  Y    N
Email:______________________________________ Can we contact you at this email?  Y    N
Gender:   Male     Female

Racial/Ethnic Background:      American Indian/Alaskan Indian             Hispanic or Latino

                                                Asian/Pacific Islander                             White 

                                                Black or African American                      Other:__________________

Occupation: __________________________________________ Years in current job: _______
Relationship Status:  Single     

Widowed





        Married 

Divorced

Are you currently dating or in a relationship?  Yes    No

If yes, please describe: 

Do you have children?  Yes    No   

If yes, please list names and ages. 

Insurance
Are you interested in using Out of Network Benefits?   Y    N

Health Insurance:___________________________________

Member ID: _____________________________________

Psychiatrist’s Contact Information:

Name:_____________________________________

Address:___________________________________ 

Phone #:___________________________________

Date of last appointment:______________________

Emergency Contact Information: 

Name:__________________________________

Relationship:_____________________________ 

Phone #:_________________________________
Referral Source: 

How did you hear about Dr. Atencio? _____________________________________________

Did a doctor, teacher, or other professional refer you? Yes    No

If so, please give the name of the referring professional. _______________________________________  

Family History
Please list everyone who lives at your residence. 

      Name                                                  Age                                                Relationship 

1. 

2. 

3. 

4. 

5. 

6.

7.

8.

Please list family members living outside the home. 

      Name                               Age            Current living address                    Relationship  

1. 

2. 

3. 
4.

5.

Is there any family history of mental illness? Yes   No

Please describe: 

______________________________________________________________________

______________________________________________________________________
Have any family members ever been affected by substance use or abuse issues? 

Yes    No 

Describe: ____________________________________________________________________________________________________________________________________________

Has there been family stress or family conflict? Yes   No 

Please describe: ______________________________________________________________________
______________________________________________________________________
Have you experienced any trauma? (e.g., Multiple or repeated events that threaten your sense of safety: physical/sexual abuse, domestic violence; Single but significant traumatic event: fire, death of caregiver/significant person, dog attack, car accident, shooting) Yes     No 

If yes, please provide details: 
Medical History

Have you seen a doctor within the last year? 

Yes   No      If yes, date of last visit:_______________________

If yes, what was the reason for the visit? ___________________________________________

Name of Medical Provider: ______________________________________________
Medical Provider’s Phone Number:________________________________________
Medical Provider’s Address:______________________________________________
Are you taking any medications, prescriptions, or over-the-counter medications?
Yes    No        If so, please list:

	Medication
	Dosage
	Frequency 
	Reason

	
	
	
	

	
	
	
	

	
	
	
	


List any previous medications:

	Medication
	Dosage
	Frequency 
	Reason

	
	
	
	

	
	
	
	

	
	
	
	


Please list any major medical problems that you have had (chronic illnesses, serious illnesses, operations, injuries or trauma to the head?) ______________________________________________________________________
______________________________________________________________________
Do you have any allergies? Yes    No   

If yes, list allergies:____________________________________________
Any issues or changes with sleep?  Yes    No

Describe:________________________

Any issues or changes in appetite?  Yes    No   

Describe:________________________
Psychiatric History

Have ever seen a therapist, counselor or school psychologist?  Yes   No      
If yes, please list previous therapists:

	Dates
	Therapist
	Reason

	
	
	

	
	
	

	
	
	


Are you currently seeing a therapist, counselor or school psychologist? Yes   No      
Current Therapist Name : _________________________________________________

Phone Number:__________________________________________

Address :_______________________________________________ 
Have you had any psychiatric hospitalizations?   Yes   No

	Dates
	Age (at time of Hospitalization)
	Reason
	Hospital

	
	
	
	

	
	
	
	

	
	
	
	


Psychological Testing

Has the child ever completed a psychological evaluation?    Yes   No

Date(s): ______________

Reason:__________________________________________________________

Have you been diagnosed with any psychiatric illnesses or mental disorders?  Yes    No
If yes, please describe:

Academic History

Are you currently in school?  Yes   No

School: ___________________________________

Program: __________________________________

Year:__________________
Please list all schools you have attended:

School                           Address                            Dates______Grade Level ______GPA           

Academic Performance:  (Please choose one that best fits)

___Consistently above average (A’s – B’s)

___Consistently average (B’s – C’s)

___Consistently below average (C’s – D’s)

___Consistently below average to failing (D’s – F’s)

___Previously strong grades, recent deterioration

___Previously weak grades, recent improvement

Drooped out of school  (age:_____ grade:_____)

Have you had any academic problems or issues during the years?  Yes    No
If yes, describe: 
____________________________________________________________________________________________________________________________________________

Do you participate in any hobbies, activities, sports teams or clubs? (in school or in the community)

If so, please describe. ______________________________________________________________________

______________________________________________________________________

Please provide any additional information that you think would be helpful for Dr. Atencio to know.  

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

