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Initial evaluation

Deborah Apter LCSW

Date :

Name : / /Date of Birth :

City :

Zip :

Mobile Phone # :

Emergency contact and relationship :

Address

State:

Home Phone # :

Email Address :

MEDICAL INFORMATION

Patient ID# :

Age : No. of Children :

Phone # for Emergency Contact :

Marital Status :
Married Single Divorced Widowed

Gender: 

Type of Insurance # : Subscriber No.

Subscriber :

Client Fee:

Employer

Occupation :

Patient's School :

Legal Status
(if applicable)

Guardianship
(if applicable)

Male Female

Insurance Coverage :
Yes No

Self Spouse Parent

Rochester, NY (585) 442-6290 debbie@debbieapter.com


