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          20 Canterbury Road, Great Neck, NY 11021
Please take a few moments to complete the following information. All information will be kept strictly confidential.

Child’s Name: _________________________________________________________________________ 

Child’s Date of Birth: ________________________ (mm/dd/yy)

Child’s Address: _________________________________________________



    _________________________________________________
If applicable, Child’s School and Grade:  ___________________________________________________
Does your child have any siblings?  Y   N

If there are siblings, please list their names and ages below:

______________________________________________________________________________________

______________________________________________________________________________________

Please list all family members and/or others who live with child:

______________________________________________________________________________________

______________________________________________________________________________________

Parent 1 Name: _________________________________________________________________________ 

Date of Birth: ________________________ (mm/dd/yy)

Address (if different)____________________________________________



        _____________________________________________
Occupation/Where:______________________________________________________________________

Home Phone:______________________________________________ 

Cell Phone: _______________________________________________

(Please indicate preferred contact number)
Work Phone:______________________________________________  

May I leave messages on your answering machine/voicemail?  Y     N

(Please indicate any special instructions about leaving messages)
__________________________________________________________________________________

 Email Address: _______________________________________________

May I email you to assist in scheduling or to provide you with referral information?  Y
N
Parent 2 Name: _________________________________________________________________________ 

Date of Birth: ________________________ (mm/dd/yy)

Address (if different)____________________________________________



        _____________________________________________

Occupation/Where:______________________________________________________________________

Home Phone:______________________________________________ 

Cell Phone: _______________________________________________

(Please indicate preferred contact number)
Work Phone:______________________________________________  

May I leave messages on your answering machine/voicemail?  Y     N

(Please indicate any special instructions about leaving messages)
__________________________________________________________________________________

Email Address: _______________________________________________

May I email you to assist in scheduling or to provide you with referral information?  Y
N
Emergency Contact: ______________________________________
Phone:______________________

Relationship: _________________________

Have you seen a therapist or related specialist regarding your child before?  
Y
N

If yes, whom:_____________________________________________
Phone:______________________


        _____________________________________________
Phone:______________________

Child’s Pediatrician: ______________________________________
Phone:______________________

May I contact these providers to discuss your child’s care?  



 Y
N
Does your child have any medical conditions?




Y
N

If yes, explain:____________________________________________

Does your child currently take any medications?




Y
N
If yes, list medications and doses: ________________________________________________________

x______________________________________________________      Date:________________________

Parent 1 Signature
x______________________________________________________      Date:________________________

Parent 2 Signature







