FLORIDA PSYCHOLOGICAL SPECIALISTS, LLC
476 Highway A1A, Suite 8A, Satellite Beach, FL  32937

Phone/Fax (321) 777- 4440        www.flpsychspecialists.com    

Intake Form
Date Completed: __________________

Patient Information

Last Name: ______________________________ First: _____________________ MI: _____ 
Date of Birth: _______________ Age: ____ Sex: ( ) M ( ) F    SSN: ____________________ 
Mailing Address: ______________________________________________ 
City/State: _____________________________________ Zip: _____________ 
Home Ph: (___) ____ - _______ Work Ph: (___) ____ - ________  Cell: (    )  ___-________

Are we authorized to leave messages at Home?_____ Work?_____ Cell? _____
Marital Status (please check one): Single(    )  Married(    )  Separated(    )  Divorced(    ) Widowed (   )  

Name of Person Financially Responsible for Account: ________________________________________         SSN: _________________________

Date of Birth:  _________________        Relationship to Patient: ______________________
Employer/School Information: 

Name of Employer or School: ____________________________________ 
Occupation: ________________________ 
Address: ______________________________________________ 
City/State: _____________________________________ Zip: _____________ 
Parent/Spouse’s Information: 
Name: ____________________________________ 
Best Contact Phone Number: (___) ____ - ________ 
Relationship to patient: ____________________________________________________ 
Employer Name: __________________________________ number: (___) ____ - ________
Address: _________________________ City/State: ______
