
Last First Middle Initial 

Address: 

Street Apartment City State Zip Code 

Patient Intake Form

This form can be filled out electronically if you have Adobe Acrobat, Adobe Reader, or another PDF app.
Please email completed forms to new@unionsquarepractice.com
Alternatively, you may also print this form and fill it out by hand. 

Name:

Cell Phone Home Phone Work Phone

Email

Insurance
Information:

Insurance Carrier Member ID#

Referred By: ___________________________ 

Other Current Clinicians: 

Date of Birth

Emergency Contact 

Name: 

Relationship: 

Phone: 

Social Security Number

Union Square Practice 
138 West 25th St. 10th Floor 
New York, NY 10001 
Phone: (212) 335-2100
Fax: (646) 775-4142
Text: (347) 657-7425

Sex Gender Identity Preferred Pronoun



Credit Card Authorization Form 

Your credit card information will be securely stored in our electronic medical record system and used 
for all charges accrued. The statement for all the charges incurred will be available to you on the 
patient portal at the end of each month.

Patient Name:  

Cardholder Name: 
As it appears on your card 

Cardholder Signature: 

Date:   

Typing your name below will be equivalent to a signature 

__________________________________________________________ 

__________________________________________________________

Street

Cardholder Billing Address:

Apartment

City State Zip Code

Phone Number:

Card Number:

Expiration Date:

Security Code:*

* This number is 3 digits and is the non-embossed number printed on the signature panel on the back of your card immediately following 
the card account number. This number is recorded as an additional security precaution. If you have an American Express card, this number 
is the 4-digit non-embossed code on the front of your card. 

Union Square Practice 
138 West 25th St. 10th Floor 
New York, NY 10001 
Phone: (212) 335-2100
Fax: (646) 775-4142
Text: (347) 657-7425



I,                                                                        , hereby consent to engaging in telemedicine 
with my clinician at Union Square Pracce as part of my mental health treatment. I 
understand that “telemedicine” includes the pracce of health care delivery, assessment, 
diagnosis, consultaon, treatment, transfer of medical data, and psychoeducaon using 
interacve audio, video, or data communicaons. The Telemedicine plaorm allows access 
to mental health services that might not otherwise be available to me due to my mental 
health, and/or my physical or geographic limitaons, INCLUDING THE COVID-19 
RERESTRICTIONS. 

Technology: I understand that I may need to download an applicaon and/or soware to 
use the plaorm. I also need to have a broadband Internet connecon or a smart phone 
device with a good cellular connecon. 

Financial Obligaons: I am aware of the fees associated with telemedicine appointments 
and agree to pay at the me of my appointment. I understand that I am responsible for 
cancelled telemedicine appointments in accordance with the cancellaon policy of full 
session fee charged for missed appointments with less than 24-hours noce. 

Scheduling:Scheduling: I understand that scheduling is based on my provider’s normal clinic hours. 
Telemedicine appointments are considered outpaent services and not intended as a 
substute for emergency or crisis services. Crisis or mental health emergencies should be 
directed handled according to standard pracce guidelines

Video/Audio Recording: Telemedicine sessions are NOT recorded without prior permission. 

CoConfidenality: The laws that protect the confidenality of my medical informaon also 
apply to telemedicine. As such, I understand that the informaon disclosed by me during 
the course of my therapy is generally confidenal. However, there are both mandatory and 
permissive excepons to confidenality including, but not limited to: reporng child, elder, 
and dependent adult abuse; expressed threats of violence towards an ascertainable vicm; 
and where I make my mental or emoonal state an issue in a legal proceeding. 

138 W 25th Street, 10th Floor, New York, NY 10001
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I understand that I have the following rights with respect to telemedicine: 

1. I have the right to withdraw my consent at any time.

2. I understand that there are risks and consequences associated with telemedicine
including, but not limited to the possibility, despite reasonable efforts on the part of my
clinician, that the transmission of my health information could be disrupted or distorted by
technical failures. In addition, I understand that telemedicine-based services and care may
not be as complete as face-to-face services. I also understand that if my therapist believes
I would be better served by another form of psychotherapeutic services (e.g. face-to-face
services) I will be referred to a counselor/therapist who can provide such services in my
geographic area if possible.

3. I understand that I may benefit from telemedicine but that results cannot be guaranteed
or assured.

4. I understand that my therapist may not provide telemedicine services to me if I am
outside of the states where she is licensed (New York, New Jersey, Connecticut, and
Pennsylvania) and I understand that I may access telemedicine services within states
where my therapist is licensed. THIS DOES NOT APPLY DURING THE COVID-19 CRISIS.

5. I understand that I have a right to access my mental health information and copies of
medical records in accordance with state law. I have read and understand the information
provided above.

I have discussed it with my therapist, and all of my questions have been answered to my 
satisfaction. My signature below indicates my informed and willful consent to treatment 
using a telemedicine platform. 

Client Name, Signature, and Date 

Client Guardian's Name, Signature, and Date 

138 W 25th Street, 10th Floor, New York, NY 10001 



Welcome to Union Square Practice. This document (the Agreement) contains important information about 
our professional services and business policies. It also contains summary information about the Health Insurance 
Portability and Accountability Act (HIPAA), a federal law that provides privacy protections and patient rights with 
regards to the use and disclosure of your Protected Health Information (PHI). Your PHI is used for the purpose of 
treatment, payment, and health care operations.  HIPAA requires that we provide you with a Notice of Privacy 
Practices (the Notice) for use and disclosure of PHI for treatment, payment and health care operations. The Notice, 
which is attached to this Agreement, explains HIPAA and its application to your personal health information in greater 
detail. The law requires that we obtain your signature acknowledging that we have provided you with this 
information.  

Appointments and Cancellations  

If you need to cancel or reschedule an appointment, we ask that you provide one business day (24 
hours) notice. This means that appointments scheduled for a Monday must be cancelled on or before the 
preceding Friday. If you miss a session without canceling, or cancel with less than 24 business hours’ notice, our policy 
is to collect the full amount of the appointment fee [unless you and your provider agree that you were 
unable to attend due to circumstances beyond your control]. It is important to note that insurance companies do not 
provide reimbursement for cancelled sessions; thus, you will be responsible for the portion of the fee as described 
above. If it is possible, we will try to find another time to reschedule the appointment. In addition, you 
are responsible for coming to your session on time; if you are late, your appointment will not be extended.  

Medication Renewal 

Please contact your provider directly either via phone or email to request medication renewals, and please give your 
provider 72 hours’ advance notice. 

Email, Cell Phone, Text, and Fax Communications 

Appointment reminders will be sent via text message 48 to 72 hours before appointments. If you would prefer 
to have the reminder sent via email, or not sent at all, please alert reception.    ______________ (initial) 

It is important to be aware that email and text messages can be relatively easily accessed by 
unauthorized people and the privacy and confidentiality of such communication can be easily compromised. In 
some instances, forms with private and sensitive information may need to be exchanged electronically. If you are 
concerned about privacy and confidentiality in this situation, Union Square Practice does have an encrypted 
email/patient portal option. If you would like to send private information by email, please ask your provider 
about this procedure. Please also note that faxes can be sent erroneously to the wrong address or intercepted by 

Patient Services Agreement  

Union Square Practice 
138 West 25th St. 10th Floor 
New York, NY 10001 
Phone: (212) 335-2100
Fax: (646) 775-4142
Text: (347) 657-7425



someone other than the intended party. Unless you state a preference otherwise, Union Square Practice will 
leave voicemails as necessary on the phone numbers that you provide. 

Please notify your therapist at the beginning of treatment if you decide to avoid or limit in any way the 
use of any or all of the above-mentioned methods of communication. Please do not use email, text or faxes in 
emergency situations. Please also note that issues, questions, or concerns that are clinical in nature are generally 
best addressed in session with your provider, rather than through email, text, or fax.  By communicating through 
email, text and fax you are granting permission to Union Square Practice to respond on the same platform. 

Professional Fees 

Professional services other than assessment, therapy, and medication management that might incur fees 
can include report writing, telephone conversations lasting longer than 10 minutes, consulting with other 
professionals with your permission, preparation of records or treatment summaries, and time spend performing 
any other service that you may request. If you become involved in legal proceedings that require your provider’s 
participation, you may be expected to pay for all of his/her professional time, including preparation and 
transportation costs, even if (s)he is called to testify by another party.  

Professional Records  

Your provider is required to keep appropriate records of the services provided to you. Your records are 
maintained in a secure, encrypted server. Your provider keeps records noting your attendance at session that 
may include your diagnosis, treatment goals and progress, topics discussed, your medical, social, and treatment 
history, records received from other providers, copies of records sent to others, and your billing records. Except 
in unusual circumstances that involve danger to yourself, you have the right to a copy of your file. Because these 
are professional records, they may be misinterpreted and/or upsetting to untrained readers. If your provider 
refuses your request for access to your records, you have a right to have his/her decision reviewed by another 
mental health professional, which (s)he will discuss with you upon your request. You also have the right to 
request in writing that a copy of your file be made available to any other health care provider. 

Confidentiality 

Our policies about confidentiality, as well as other information about your privacy rights, are fully 
described in a separate document entitled Notice of Privacy Practices. You have been provided with a copy of 
that document. Please remember that you may reopen the conversation at any time during your work with your 
provider.  

Limits on Confidentiality  

The law protects the privacy of all communications between a patient and mental health clinician. In 
most situations, your provider can only release information about your treatment to others if you sign a written 
Authorization form that meets certain legal requirements imposed by HIPAA. There are other situations that 
require only that you provide written, advance consent. Your signature on this Agreement provides consent for 
those activities, as follows:   

• Your provider may occasionally find it helpful to consult other health and mental health
professionals about a case. During a consultation, your provider will make every effort to avoid revealing
your identity. The other professionals are also legally bound to keep the information confidential. If you
don’t object, your provider will not tell you about these consultations unless (s)he believes that it is
important to your work together.



• Your provider practices with other mental health professionals and Union Square Practice
employs administrative staff. Your provider may need to share protected information with these
individuals for both clinical and administrative purposes, such as scheduling and billing. All of the mental
health professionals are bound by the same rules of confidentiality. All staff members have been given
training about protecting your privacy and have agreed not to release any information outside of the
practice without the permission of a clinical staff member.

• Disclosures required by health insurers or to collect overdue fees are discussed elsewhere in this
Agreement.

• If you are involved in a court proceeding and a request is made for information concerning the
professional services provided to you, such information is protected by the clinician-patient privilege
law. Your provider cannot share any information without your written authorization or a court order.  If
you are involved in or contemplating litigation, you should consult with your attorney to determine
whether a court would be likely to order your provider to disclose information.

There are some situations in which your provider is permitted or required to disclose information without either 
your consent or Authorization:  

• If a patient threatens to harm himself/herself, your provider may be obligated to seek
hospitalization for him/her, or to contact family members or others who can help provide protection.
• If a government agency is requesting the information for health oversight activities, your
provider may be required to give it to them.

• If a patient files a complaint or lawsuit against Union Square Practice or its clinical staff, the
provider(s) involved may disclose relevant information regarding that patient in order to defend
him/herself.

• If a patient is receiving treatment for conditions directly related to a worker’s compensation
claim, your provider may have to submit such records, upon appropriate request, to the Chairman of the
Worker’s Compensation Board on such forms and at such times as the Chairman may require.

• There are some situations in which your provider is legally obligated to take actions that (s)he
believes are necessary to attempt to protect others from harm, and your may have to reveal some
information about a patient’s treatment. These situations are unusual in our practice.

• If your provider receives information in a professional capacity that gives reasonable cause to
suspect that a child is being abused or neglected, the law requires that your provider report to the
appropriate governmental agency, usually the statewide central register of child abuse and
maltreatment, or the local child protective services office. Once such a report is filed, your provider may
be required to offer additional information.

• If a patient communicates an immediate threat of serious physical harm to an identifiable victim,
your provider may be required to take protective actions. These actions may include notifying the
potential victim, contacting the police, or seeking hospitalization for the patient.



If such a situation arises, your provider will make every effort to fully discuss it with you before taking 
any action and will limit his/her disclosure to what is necessary.  

While this written summary of exceptions to confidentiality should prove helpful in informing you about 
potential problems, it is important that you discuss with your provider any questions or concerns that you may 
have now or in the future. The laws governing confidentiality can be quite complex. In situations where specific 
advice is required, formal legal advice may be needed.  

Patient Rights  

HIPAA provides you with rights with regard to your Clinical Records and disclosures of protected health 
information. These rights include requesting that your provider amend your record; requesting restrictions on 
what information from your Clinical Records is disclosed to others; requesting an accounting of most disclosures 
of protected health information that you have neither consented to nor authorized; determining the location to 
which protected information disclosures are sent; having any complaints you make about our policies and 
procedures recorded in your records; and the right to a paper copy of this Agreement, the attached Notice form, 
and our privacy policies and procedures. Your provider or Union Square Practice staff will discuss any of these 
rights with you if you desire.  

Contacting Administrative Staff  

Union Square Practice administrative staff is in the office between 9AM and 5PM, Monday through Friday. If a 
staff member is occupied with another patient matter, (s)he might not answer the phone. In these cases, please leave a 
voicemail including your name, phone number, and your reason for calling, and a staff member will return your call 
within one business day.  

Contacting Clinical Staff 

Expectations for communication outside of session vary by provider. Please discuss with your provider 
directly.   

Minors and Patients  

Patients under 18 years of age who are not emancipated from their parents should be aware that the 
law may allow parents to examine their child’s treatment records. Even when parental consent is given, children 
over age 12 may have the right to control access to their treatment records. While privacy in psychotherapy is 
very important, particularly with teenagers, parental involvement is also essential to successful treatment, 
particularly with younger children. For children age 12 and over, the provider may request an agreement 
between the patient and his/her parents allowing general information about the progress of the child’s 
treatment and his/her attendance at scheduled sessions to be shared. The provider will also offer parents a 
summary of their child’s treatment when it is complete. Typically, any other communication will require the 
child’s authorization, unless the provider feels that the child is in danger or is a danger to someone else, in which 
case, the provider will notify the parents of the concern. Generally speaking, the provider will discuss the matter 
with any child age 12 and over before sharing information with parents.    



Billing and Payments 

You will be expected to pay for each session at the time it is held, unless we agree otherwise or unless 
you have insurance coverage that requires another arrangement. Union Square Practice asks that you put a 
credit card on file in our secure vault. This will be used to pay for each session at the time of the session and for 
missed appointments and late cancellations. Payment schedules for other professional services will be agreed to 
when they are requested.   

If your account has not been paid for more than 60 days and arrangements for payment have not been 
agreed upon, Union Square Practice has the option of using legal means to secure the payment. This may involve 
hiring a collection agency or going through small claims court, which will require your provider to disclose 
otherwise confidential information. In most collection situations, the only information released regarding a 
patient’s treatment is his/her name, the nature of services provided, and the amount due.    

Insurance Reimbursement 

Union Square Practice is out of network with most insurance carriers. However, many insurance carriers 
offer out of network benefits, which vary based on your policy. If you wish to seek reimbursement for fees that 
you pay to Union Square Practice, you should first contact your health insurance provider to determine exactly 
which mental health services your policy covers for out of network providers.  

If you choose to seek reimbursement, you should be aware that your contract with your health 
insurance company requires that Union Square Practice provide it with information relevant to the services that 
provided to you. Union Square Practice is required to provide a clinical diagnosis and sometimes your provider is 
required to offer additional clinical information, such as treatment plans or summaries or copies of your entire 
Clinical Record. In such situations, your provider will make every effort to release only the minimum information 
about you that is necessary for the purpose requested. You will be provided with a copy of any report submitted 
if you request it. By signing this Agreement, you agree that Union Square Practice can provide requested 
information to your insurance carrier on your behalf.   

Medicare Patients 

The only clinicians that participate in Medicare at Union Square Practice are Dr. Martin A. Goldstein and 
Amanda Hahn-Ketter. All other clinicians have opted out: 

The Clinician has informed Beneficiary or his/her legal representative that Clinician has opted out of the 
Medicare program effective on July 1, 2013. The physician is not excluded from participating in Medicare Part B 
under [1128] 1128, [1156] 1156, or [1892] 1892 of the Social Security Act.   

• Beneficiary or his/her legal representative accepts full responsibility for payment of the
clinician’s charge for all services furnished by the physician.

• Beneficiary or his/her legal representative understands that Medicare limits do not apply to
what the physician may charge for items or services furnished by the physician.

• Beneficiary or his/her legal representative agrees not to submit a claim to Medicare or to ask the
physician to submit a claim to Medicare.



• Beneficiary or his/her legal representative understands that Medicare payment will not be made
for any items or services furnished by the clinician that would have otherwise been covered by Medicare
if there was no private contract and a proper Medicare claim had been submitted.

• Beneficiary or his/her legal representative enters into this contract with the knowledge that she
has the right to obtain Medicare-covered items and services from physicians and practitioners who have
not opted out of Medicare, and the beneficiary is not compelled to enter into private contracts that
apply to other Medicare-covered services furnished by other physicians or practitioners who have not
opted out.

Consent to Treatment  

Your signature below (typed or signed) indicates that you have read this Agreement and agree to its 
terms. 

_________________________________________ 
Signature of Patient or Personal Representative  

_________________________________________  
Printed Name of Patient or Personal Representative 

Date: _____________________________________  

Description of Personal Representative’s Authority: 



Notice of Policies and Practices to Protect the Privacy of Your Health Information 

This notice describes how psychological and medical information about you may be used and disclosed, and 
how you can get access to this information.  Please read it carefully.  

The Health Insurance Portability & Accountability Act of 1996 ("HIPAA") is a Federal program that requests that 
all medical records and other individually identifiable health information used or disclosed by us in any form, 
whether electronically, on paper, or orally be kept properly confidential. This Act gives you, the patient, the right 
to understand and control how your personal health information ("PHI") is used. HIPAA provides penalties for 
covered entities that misuse personal health information.  

As required by HIPAA, we prepared this explanation of how we are to maintain the privacy of your health 
information and how we may disclose your personal information.  

We may use and disclose your medical records only for each of the following purposes: treatment, payment and 
health care operation.  

•Treatment means providing, coordinating, or managing health care and related services by one or more
healthcare providers. An example of this would be if your provider were to consult with another health care
provider, such as your family physician or another mental health care practitioner.

•Payment means such activities as obtaining reimbursement for services, confirming coverage, billing and
collections activities.  An example of payment is when Union Square Practice discloses your PHI to your health
insurer to help you obtain reimbursement for your health care or to help them determine your eligibility or
coverage.

•Health Care Operations include business aspects of running our practice, such as conducting quality
assessments and improving activities, auditing functions, cost management analysis, and customer service.

•The practice may also be required or permitted to disclose your PHI for law enforcement and other legitimate
reasons. In all situations, we shall do our best to assure its continued confidentiality to the extent possible.

•“Use” applies only to activities within Union Square Practice such as sharing, employing, applying, utilizing, 
examining, and analyzing information that identifies you.  

•“Disclosure” applies to activities outside of Union Square Practice such as releasing, transferring, or providing 
access to information about you to other parties.  

We may contact you, by phone or in writing, to provide appointment reminders or information about treatment 
alternatives or other health-related benefits and services.  

Union Square Practice 
138 West 25th St. 10th Floor 
New York, NY 10001 
Phone: (212) 335-2100
Fax: (646) 775-4142
Text: (347) 657-7425



Uses and Disclosures: 

Union Square Practice may use or disclose PHI for purposes outside of treatment, payment, and health care 
operations when your appropriate authorization is obtained. An “authorization” is written permission above and 
beyond the general consent that permits only specific disclosures.  In those instances in which your provider is 
asked for information for purposes outside of treatment, payment and health care operations, your provider will 
obtain an authorization from you before releasing this information.  Your provider will also need to obtain an 
authorization before releasing your psychotherapy notes. “Psychotherapy notes” are notes that your provider 
has made about your conversation during a private, group, joint, or family counseling session, which (s)he has 
kept separate from the rest of your medical record.  These notes are given a greater degree of protection than 
PHI.  

You may revoke all such authorizations (of PHI or psychotherapy notes) at any time, provided each revocation is 
in writing. You may not revoke an authorization to the extent that (1) your provider has relied on that 
authorization; or (2) the authorization was obtained as a condition of obtaining insurance coverage, and the law 
provides the insurer the right to contest the claim under the policy.    

You may have the following rights with respect to your PHI: 

•The right to request restrictions on certain uses and disclosures of PHI, including those related to disclosures of
family members, other relatives, close personal friends, or any other person identified by you. We are, however,
not required to honor a request restriction except in limited circumstances which we shall explain if you ask. If
we do agree to the restriction, we must abide by it unless you agree in writing to remove it.

•The right to reasonable requests to receive confidential communications of Protected Health Information by
alternative means or at alternative locations.

•The right to inspect and copy your PHI.

•The right to amend your PHI.

•The right to receive an accounting of disclosures of your PHI.

•The right to obtain a paper copy of this notice from us upon request.

•The right to be advised if your unprotected PHI is intentionally or unintentionally disclosed.

If you request that we not disclose PHI related solely to those services to a health plan, we will accommodate 
your request, except where we are required by law to make a disclosure.  

Uses and Disclosures with Neither Consent Not Authorization:  

Your provider may use or disclose PHI without your consent or authorization in the following circumstances: 

 Child Abuse: If, in a professional capacity, a child comes before any provider who has a reasonable cause to
suspect the child is abused or maltreated, or the provider has reasonable cause to suspect a child is abused or
maltreated where the parent, guardian, custodian or other person legally responsible for such child comes
before the provider in a professional or official capacity and states from personal knowledge facts, conditions or
circumstances which, if correct, would render the child an abused or maltreated child, the provider must report
such abuse or maltreatment to the statewide central register of child abuse and maltreatment, or the local child
protective services agency.



 Health Oversight: If there is an inquiry or complaint about your provider’s professional conduct to the New York
State Board for Psychology, your provider must furnish to the New York Commissioner of Education your
confidential mental health records relevant to this inquiry.

 Judicial or Administrative Proceedings: If you are involved in a court proceeding and a request is made for
information about the professional services that have been provided to you and/or the records thereof, such
information is privileged under state law, and your provider must not release this information without your
written authorization or a court order.  This privilege does not apply when the evaluation is court ordered.  Your
provider must inform you in advance if this is the case.

 Serious Threat to Health or Safety: Your provider may disclose your confidential information to protect you or
others from a serious threat of harm by you.

 Worker’s Compensation: If you file a worker’s compensation claim, and your provider is treating you for the
issues involved with that complaint, then your provider must furnish to the chairman of the Worker’s
Compensation Board records which contain information regarding your psychological condition and treatment.

We are required by law to maintain the privacy of your Protected Health Information and to provide you the 
notice of our legal duties and our privacy practice with respect to PHI.  

This notice if effective as of June 1st, 2013, and it is our intention to abide by the terms of the Notice of Privacy 
Practices and HIPAA Regulations currently in effect. We reserve the right to change the terms of our Notice of 
Privacy Practice and to make the new notice provision effective for all PHI that we maintain. We will post and 
you may request a written copy of the revised Notice of Privacy Practice from our office.  

You have recourse if you feel that your protections have been violated by our office. You have the right to file a 
formal, written complaint with office and with the Department of Health and Human Services, Office of Civil 
Rights. We will not retaliate against you for filing a complaint.  

I hereby acknowledge receipt of Union Square Practice's Notice of Privacy Practices. 

Name [please print]: ___________________________  

Signature: ____________________________________  

Date: ________________________________________ 

Typing your name will be equivalent to a signature



Cancellations 

o Missed appointments and appointments cancelled with less than one business day (24 hours) notice will
be billed in full. (Monday appointments need to be cancelled on the Friday before, not the Sunday.)

o Insurance companies do not reimburse for cancelled appointments.

Contact 
o Reception: (212) 335-2100
o Fax: (646) 775-4142
o Appointments: (212) 335-2100
o Text: (347) 657-7425

Emergencies 

o Please discuss how to contact your provider in an emergency with your provider.
o If you are unable to contact your provider in an emergency situation please go to the nearest Emergency

Room and have the staff there reach out to your provider at Union Square Practice.

Medication Renewal 
o Please contact your provider directly either via phone or email to request

medication renewals.
o Please give your provider 72 hours advance notice.

Communication 

o Issues, questions, or concerns that are clinical in nature are best addressed in person or via phone.
o Electronic communication can be convenient for scheduling, medication renewal, administrative issues.
o By communicating through email, text and fax you are granting permission to Union Square Practice to

respond on the same platform despite inherent risks of breach of confidentiality.

Billing and Payments  

o Payment for each visit is expected at the time of the appointment.
o Union Square Practice asks that you put a credit card on file in our secure electronic vault that will be

used for each session as well missed appointments and late cancellations.

Union Square Practice
138 West 25th St. 10th Floor 
New York, NY 10001 
Phone: (212) 335-2100
Fax: (646) 775-4142
Text: (347) 657-7425



Clinical History 

Past Concerns & Symptoms: 

Allergies to Medication:

Medical History: (including current and past health issues, surgeries, injuries and hospitalizations)

To help us better understand you, please fill out 
the following. Your clinician will go over the 
information you provide during your intake.

Current Concerns & Symptoms: 

Patient Name:  __________________________________ 

Pharmacy Name: __________________________________ 

Pharmacy Address:  __________________________________

Union Square Practice 
138 West 25th St. 10th Floor 
New York, NY 10001 
Phone: (212) 335-2100
Fax: (646) 775-4142
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Family Mental Health History: 
Name Relationship Diagnosis Treatment

Current Medications 

Please list all medications that are currently being used. Include approximate dates, dosages, and outcomes.

Medication Dosage Start Date Outcome

Past Medications
Please list all previous medications. Include dates, dosages, and outcomes. Approximate if necessary. 

Medication Dosage Start Date       End Date Outcome

Treatment History:



Past Psychotherapy 
Please list previous types of psychotherapy (CBT, DBT, etc.), therapist name, dates, and outcomes. Approximate if necessary.  

Other Treatments 
Please list other types of treatments you've received. 

TyType of Therapy Therapist  Start Date End Date Outcome

**For patients interested in TMS please make sure to have fully completed the current and past treatments 
section above as this will help us to work with your insurance company to obtain coverage. In addition if any of 
the following apply, please check the boxes below:

• Family history of epilepsy or seizure
• Brain-related neurological illnesses (Alzheimer's, Dementia, Tumors, etc.)
• Head injuries - concussions or traumatic brain injury (TBI)
• Any surgery to the head
• Any metal or metal implants in your head, excluding dental work
• Implanted medical devices (pacemakers, stents, shunts)
• Pregnant, potentially pregnant, or plan to become pregnant in the next 4-6 weeks

Use this space for additional information: 
If applicable, please list any religious, cultural or social issues that may impact treatment. 

Start Date OutcomeEnd Date TherapistType of Therapy

Alcohol / Substance Use: If applicable, please list past alcohol/substance use



Review of Systems: Please check all that apply at the moment. 
Constitution 

 Chronic pain

 Recent loss in appetite

 Increase in appetite

 Unexplained weight loss

 Weight gain

 Fatigue or lethargy

 Unexplained fever

 Hot or cold spells

 Night sweats

 Sleeping pattern disruption

 Malaise (flu-like vague sick
feeling)

 Other:

 None of the
above

Eyes & Vision 

 Eye pain

 Eye discharge

 Redness in eyes

 Blurred or double visions

 Visual change

 History of eye surgery

 Sensitivity to light

 Scotomas (blind spots)

 Retinal hemorrhage (“floaters” in

visual field)

 Amaurosis fugax (feeling like a

curtain has been pulled over

vision)

 Other:

 None of the
above

Ear, Nose, Mouth & Throat 

 Earache

 Tinnitus (ringing in ears)

 Decreased hearing or hearing loss

 Frequent ear infections

 Frequent nosebleeds

 Sinus congestion

 Runny nose or post-nasal drip

 Difficulty swallowing

 Frequent sore throat

 Prolonged hoarseness

 Pain in jaw or tooth

 Dry mouth

 Other:

 None of the
above

Gastrointestinal

 Excessive flatulence or belching

 Diarrhea

 Constipation

 Persistent nausea/vomiting

 Abdominal pain

 Heartburn

 Trouble swallowing solids or
liquids

 Sensitivity to milk products

 Jaundice (yellow skin)

 Change in appearance of stool

 Blood in stool

 Dark or tarry stool

 Loss of bowel control

 Other:

 None of the
above

Cardiovascular & Respiratory 

 Pain with breathing

 Chronic cough

 Chronic shortness of breath

 Chronic wheezing (asthma)

 Excessive phlegm

 Coughing blood

 Nocturnal dyspnea (shortness of

breath at night)

 Chest pain

 Pacemaker

 Palpitations

 Swollen feet or hands

 Fainting spells

 Other:

 None of the
above

Musculoskeletal 

 Swelling in joints

 Redness of joints

 Other joint pains or stiffness

 Muscle pain or cramping

 Muscle weakness

 Muscle stiffness

 Decreased range of motion

 Back pain or stiffness

 History of fractures

 Past injury to spine or joints

 Other:

 None of the
above



Endocrine

 Severe menopausal symptoms

 Cold or heat intolerance

 Excessive appetite

 Excessive thirst or urination

 Excessive sweating

 Other:

 None of the above

Hematologic & Lymphatic 

 Blood cots

 Bleeding after surgery or dental work

 History of blood transfusion

 Excessive bruising or bleeding

 Swollen glands (neck, armpit, groin)

 Other:

 None of the above

Genitourinary (Men) Genitourinary (General)

 Loss of urine control

 Painful/Burning urination

 Blood in urine

 Increased frequency of urination

 Up more than twice/night to urinate

 Urine retention

 Frequent urine infections

 Other:

 None of the above

Genitourinary (Women) 

 Abnormal vaginal discharge

 Vaginal pain, bleeding, soreness, or

dryness

 Genital sores

 Heavy or irregular periods

 No menses (periods stopped)

 Currently pregnant

 Sterility/infertility

 Any other sexual concerns

 Other:

 None of the above

Neurological 

 Paralysis

 Fainting spells or blackouts

 Dizziness/vertigo

 Drowsiness

 Slurred speech

 Speech problems (other)

 Short-term memory trouble

 Memory difficulties (memory loss)

 Frequent headaches

 Muscle weakness

 Numbness or tingling sensation

 Neuropathy (numbness in feet)

 Tremor in handshakes

 Muscle spasms or tremors

 O     th er:

 None of the above

 Integumentary Skin, Breast, Hair

 Lesions

 Unusual Mole

 Easy bruising

 Increased perspiration

 Rashes

 Chronic dry skin

 Itchy skin or scalp

 Hair or nail changes

 Hair loss

 Breast tenderness

 Breast discharge

 Breast lump or mass

 Other:

 Slow urine stream

 Scrotal pain

 Lump or mass in the testicles

 Abnormal penis discharge

 Trouble getting/maintaining erections

 Inability to ejaculate/orgasm

 Any other sexual concerns

 Other:

 None of the above

 None of the above


	USP - Patient Intake Form.pdf
	USP - Patient Intake Form.pdf
	Blank Page
	Blank Page
	Blank Page
	CCBH - Patient Intake Form New.pdf
	USP - Patient Intake Form.pdf
	Untitled
	Untitled
	Untitled
	Untitled


	Psychiatric Intake Form - For Client
	USP - Patient Intake Form

	Teletherapy Consent Form.pdf
	Teletherapy consent form 1.pdf
	Teletherapy consent form 2.pdf


	Last: 
	First: 
	Middle Initial: 
	Date of Birth: 
	Social Security Number: 
	Sex: 
	Gender Identity: 
	Preferred Pronoun: 
	Street: 
	Apartment: 
	City: 
	0: 

	State: 
	Zip Code: 
	Cell Phone: 
	Home Phone: 
	Work Phone: 
	Email: 
	Insurance Carrier: 
	Member ID: 
	Referred By: 
	List other clinicians: 
	Emergency Name: 
	Relationship: 
	Emergency Phone: 
	1_2: 
	2_2: 
	Cardholder Billing Address: 
	City_2: 
	State_2: 
	Zip Code_2: 
	Phone Number: 
	1_3: 
	2_3: 
	3: 
	Cardholder Signature 2: 
	initial: 
	Beneficiary or hisher legal representative understands that Medicare payment will not be made for any items or services furnished by the clinician that would have otherwise been covered by Medicare if there was no private contract and a proper Medicare claim had been submitted  Beneficiary or hisher legal representative enters into this contract with the knowledge that she has the right to obtain Medicarecovered items and services from physicians and practitioners who have not opted out of Medicare and the beneficiary is not compelled to enter into private contracts that apply to other Medicarecovered services furnished by other physicians or practitioners who have not opted out Consent to Treatment Your signature below indicates that you have read this Agreement and agree to its terms Signature of Patient or Personal Representative Printed Name of Patient or Personal Representative Date Description of Personal Representatives Authority: 
	Printed Name of Patient or Personal Representative: 
	Date: 
	Name please print: 
	Date_2: 
	Signature3_es_:signer:signature: 
	Patient Name 2: 
	Pharmacy Name: 
	Pharmacy Address: 
	Text6: 
	0: 
	1: 

	Text9: 
	Text49: 
	Text1: 
	0: 
	1: 
	0: 
	1: 
	2: 
	3: 
	4: 
	5: 
	6: 


	Text2: 
	0: 
	1: 
	0: 
	1: 
	2: 
	3: 
	4: 
	5: 
	6: 


	Text3: 
	0: 
	1: 
	0: 
	1: 
	2: 
	3: 
	4: 
	5: 
	6: 


	Text4: 
	0: 
	1: 
	0: 
	1: 
	2: 
	3: 
	4: 
	5: 
	6: 


	Text10: 
	Text22: 
	Text23: 
	Text24: 
	Text25: 
	Text26: 
	Text27: 
	Text28: 
	Text29: 
	Text30: 
	Text31: 
	Text32: 
	Text33: 
	0: 
	1: 
	0: 
	1: 
	0: 
	1: 



	Text34: 
	0: 
	1: 
	0: 
	1: 
	0: 
	1: 



	Text35: 
	0: 
	1: 
	0: 
	1: 
	0: 
	1: 



	Text36: 
	0: 
	1: 
	0: 
	1: 
	0: 
	1: 



	Text46: 
	0: 
	0: 
	0: 
	1: 

	1: 
	0: 
	1: 

	2: 
	0: 
	1: 

	3: 
	0: 
	1: 

	4: 
	0: 
	0: 
	1: 
	0: 
	1: 
	2: 
	3: 


	1: 
	0: 
	1: 
	0: 
	1: 
	2: 
	3: 





	Text50: 
	0: 
	0: 
	4: 
	0: 
	1: 
	0: 
	1: 
	2: 
	3: 


	0: 
	1: 
	2: 
	3: 



	Text48: 
	1: 
	0: 
	0: 
	0: 
	0: 
	1: 

	1: 
	0: 
	1: 

	2: 
	0: 
	1: 

	3: 
	0: 
	1: 

	4: 
	0: 
	0: 
	1: 
	0: 
	1: 
	2: 
	3: 


	1: 
	0: 
	1: 
	0: 
	1: 
	2: 
	3: 







	Text5: 
	0: 
	0: 
	1: 

	1: 
	0: 
	1: 

	2: 
	0: 
	1: 

	3: 
	0: 
	1: 

	4: 
	0: 
	1: 


	Text37: 
	0: 
	0: 
	1: 

	1: 
	0: 
	1: 

	2: 
	0: 
	1: 

	3: 
	0: 
	1: 

	4: 
	0: 
	1: 


	Text38: 
	0: 
	0: 
	0: 
	1: 

	1: 
	0: 
	1: 


	1: 
	0: 
	0: 
	1: 

	1: 
	0: 
	1: 


	2: 
	0: 
	0: 
	1: 

	1: 
	0: 
	1: 


	3: 
	0: 
	0: 
	1: 

	1: 
	0: 
	1: 


	4: 
	0: 
	0: 
	1: 

	1: 
	0: 
	1: 



	Text39: 
	0: 
	0: 
	1: 

	1: 
	0: 
	1: 

	2: 
	0: 
	1: 

	3: 
	0: 
	1: 

	4: 
	0: 
	1: 


	Check Box40: Off
	Check Box41: 
	0: 
	0: 
	0: Off
	1: Off
	2: Off
	3: Off
	4: Off
	5: Off
	6: Off



	Text51: 
	Text44: 
	Check Box1: 
	0: 
	0: 
	0: 
	0: Off
	1: 
	0: Off
	1: 
	0: Off
	1: Off



	1: Off

	1: Off

	1: 
	0: 
	0: 
	0: Off
	1: 
	0: Off
	1: 
	0: Off
	1: Off



	1: Off

	1: Off

	2: 
	0: 
	0: 
	0: Off
	1: 
	0: Off
	1: 
	0: Off
	1: Off



	1: Off

	1: Off

	3: 
	0: 
	0: 
	0: Off
	1: 
	0: Off
	1: 
	0: Off
	1: Off



	1: Off

	1: Off

	4: 
	0: 
	0: 
	0: Off
	1: 
	0: Off
	1: 
	0: Off
	1: Off



	1: Off

	1: Off

	5: 
	0: 
	0: 
	0: Off
	1: 
	0: Off
	1: 
	0: Off
	1: Off



	1: Off

	1: Off

	6: 
	0: 
	0: 
	0: Off
	1: 
	0: Off
	1: 
	0: Off
	1: Off



	1: Off

	1: Off

	7: 
	0: 
	0: 
	0: Off
	1: 
	0: Off
	1: 
	0: Off
	1: Off



	1: Off

	1: Off

	8: 
	0: 
	0: 
	0: Off
	1: 
	0: Off
	1: 
	0: Off
	1: Off



	1: Off

	1: Off

	9: 
	0: 
	0: 
	0: Off
	1: 
	0: 
	0: Off
	1: 
	0: 
	0: Off
	1: Off
	2: Off
	3: Off

	1: 
	0: Off
	1: Off
	2: Off
	3: 
	0: Off
	1: Off
	2: Off




	1: 
	0: Off
	1: 
	0: 
	0: 
	0: Off
	1: 
	0: Off
	1: Off


	1: 
	0: Off
	1: 
	0: Off
	1: Off


	2: 
	0: Off
	1: 
	0: Off
	1: Off


	3: 
	0: Off
	1: 
	0: Off
	1: Off



	1: 
	0: Off
	1: 
	0: Off
	1: Off


	2: 
	0: Off
	1: 
	0: 
	0: Off
	1: 
	0: Off
	1: 
	0: Off
	1: Off



	1: Off


	3: 
	0: Off
	1: 
	0: 
	0: 
	0: Off
	1: 
	0: Off
	1: 
	0: Off
	1: Off



	1: Off

	1: Off


	4: 
	0: Off
	1: 
	0: 
	0: 
	0: Off

	1: Off



	5: 
	0: Off
	1: 
	0: 
	0: Off
	1: 
	0: Off
	1: 
	0: Off
	1: Off



	1: Off


	6: 
	0: Off
	1: 
	0: 
	0: Off
	1: 
	0: Off
	1: 
	0: Off
	1: Off



	1: Off


	7: 
	0: Off
	1: 
	0: 
	0: Off
	1: 
	0: Off
	1: 
	0: Off
	1: Off



	1: Off


	8: 
	0: Off
	1: 
	0: 
	0: Off
	1: 
	0: Off
	1: 
	0: Off
	1: Off



	1: Off


	9: 
	0: 
	0: Off
	1: 
	0: 
	0: 
	0: Off
	1: 
	0: Off
	1: 
	0: Off
	1: 
	0: Off
	1: Off
	2: Off




	1: 
	0: 
	0: Off
	1: 
	0: Off
	1: Off


	1: Off
	2: Off


	1: 
	0: Off
	1: 
	0: Off
	1: 
	0: Off
	1: Off





	1: Off





	1: Off

	1: Off

	10: 
	0: 
	0: 
	0: Off

	1: Off

	1: Off

	11: 
	0: 
	0: 
	0: 
	0: Off
	1: Off


	1: 
	0: Off
	1: Off
	2: Off


	1: 
	0: Off
	1: Off


	12: 
	0: Off
	1: 
	0: Off
	1: Off



	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Text17: 
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Text40: 
	Text41: 
	Text42: 
	Text43: 
	1: 
	Signature1_es_:signer:signature: 
	Signature2_es_:signer:signature: 
	Client Name: 
	Client Guardian's Name: 
	Date4_es_:signer:date: 
	Date5_es_:signer:date: 


