Victor N. Hirsch, Ph.D

Licensed Clinical Psychologist

1025 E Main, Suite 100








   League City, TX  77573
Patient Name:___________________________________________________________ Appointment date:________________

DOB: ________________ Married_____Single____Widowed ____ Divorced_____

Address:__________________________________________City_________________________State________Zip___________

Home Phone:_______________________________________ Work Phone:__________________________________________

Cell Phone:_________________________________________Email:________________________________________________
Please select 1 method to receive you appointment reminders:  Home_______Cell_______Work_________email_______  
Employer and/or School:_________________________________ How did you hear about us?_________________________

Reason for Visit:__________________________________________________________________________________________

Is there a court order that affects the parent-child relationship?   YES____      NO____

If yes, which conservator has the right to consent to psychological treatment? _____________________________________

Medication name
         Dosage
  
      Frequency (How often)              Prescriber (Doctor name)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


If additional space is necessary, please write on back

Primary Care Physician name _______________________________________Phone # _______________________________

Medical Conditions: _______________________________________________________________________________________

Risk of Injury to self or others?    Suicide Risk:  Yes_______ No ______    Assault Risk:  Yes _______  No _______

Substance abuse: Yes _____ No ___  Attend AA/NA meetings? Yes _____ No _____Domestic Violence: Yes ____ No ____ 

Primary Insurance:__________________________________ Policy/ID #____________________________________________

Group#_____________________________________________ Benefit phone#_______________________________________ 

Secondary Insurance:________________________________ Policy/ID #____________________________________________

Group#_____________________________________________ Benefit phone#_______________________________________ 

Insured’s Name_________________________________________________________SS#______________________________

(if different from patient)

DOB__________________________Employer:__________________________________________________________________

Relationship to patient   self ______ spouse _____ child _____  other _____, explain_________________________________

Responsible Party: ________________________________________________ Social Security #_________________________

(if different from patient, this must be filled out if patient is a child)

Address:________________________________________City_______________________State_________Zip_____________

Home Phone:_____________________________________________ Work Phone:____________________________________

Cell Phone:______________________________________________Email:___________________________________________

Employer:____________________________________________School:_____________________________________________

In Case of Emergency, notify:__________________________________________Phone #__________________________

(Please provide a copy of insurance card and valid form of identification)

WE REQUIRE 24 HOURS CANCELATION NOTICE or pay NO-SHOW fee of $45.00
