
 
Patient Information       Union Square Psychiatric  

Advanced Psychiatric Services, PLLC  

39 W. 14th St., Suite 506  

New York, NY 10011 

 

Name:___________________________  DOB:___|___|___ Age:____  

Address:_________________________  Gender: M F  

________________________________  Emergency Contact:________________  

________________________________  Relationship:______________________  

________________________________  _________________________________  

Telephone:_______________________  _________________________________  

Other:___________________________  Telephone:________________________  

Other:___________________________  Other:____________________________ 

 
PMD:___________________________  Therapist:_________________________  

Address_________________________ Address:__________________________  

________________________________  _________________________________  

________________________________  _________________________________  

________________________________  _________________________________  

Telephone:_______________________  Telephone:________________________  

Other:___________________________  Other:____________________________  

Other:___________________________  Other:____________________________ 

 
Insurance:_____________________________________________________________  

Name of Primary Holder:_________________________________________________  

ID#_____________________________ Group #__________________________  

Contact Number for Company:_____________________________________________  

 

Secondary Insurance:____________________________________________________  

Name of Primary Holder:_________________________________________________  

ID#_____________________________ Group #__________________________  

Contact Number for Company:_____________________________________________  

 

□ Photocopies of Insurance Card(s) attached  

 

Referral Source:________________________________________________________ 


