Susan L, Charney, LCSW
6619, N. Scottsdale Road, Ste 21
Scottsdale, AZ — 85250
Phone 480-467-0223
Fax 480-467-0249

‘PATIENT INFORMATION  DATE

Name ‘Age/DOB

Address City State | Zip

Home Phone ‘ OK to leave m“essage? Yes_ No__
Work phone OK to receive calls at work? Yes No

Cell OK to leave message? Yes  No

Email address
Sex Marital Status

QOccupation Employer
FAMILY INFORMATION
Family members (Spouse/Parmér and Chﬂdren)
Name Age _ Relationship Occupation
Name ;‘ge ___Relationship o "m(iccupation
Name ——~——~---——»~«-~-—;ge ___ Relationship _ h__mw(-)ccupation
Name Age _ _ Relationship o (MOccupation
Referred By
Primary Physician Phone No.
Emergency Notification Phone No,
Briefly describe your reason for contacting me: _ -
What counseling have you had before? .
Any Medical Conditions?
Current Medications -
INSURANCE INFORMATION
Insured Party _Relationship
Ingurones Crovp Mame G Poiiey

PROREINS Pt s

ID# o Address B Phone




