
Heart Space Psycho logy Inc . 
Rache l Negar Par t ia l i ,  Ph .D .  

L icensed C l i n i ca l  Psycho log is t  PSY25775 
1 130 1  West O lymp ic B lvd .  # 12 1 -707 

Los Ange les ,  CA 90064 
Phone :  (3 10 )  773-0037 

                              Fax :  (3 10 )  907-5740 
 

NEW PATIENT FORM 
Date _______________ 
 
Name __________________________________ Birth Date ________________ 
 
Address _________________________________________________________ 
 
City, State, Zip ____________________________________________________ 
 
Phone Number (Cell) _____________________ (Home) ___________________ 
 
Driver’s License Number ____________________________________________ 
 
Gender _____________ Occupation ___________________________________ 
 
Relationship Status ___Single  ___Married  ___Domestic Partner  ___Divorced ___Widowed  
 
Person to Notify in Case of Emergency _________________________________ 
      Name and Relationship to you  Phone Number 
 
Have you ever received mental health treatment? ____ Yes ____ No 
 
Who is your primary physician? _______________________________________ 
     Name                           Phone Number 
 
Who is your psychiatrist? ____________________________________________ 
     Name                           Phone Number 
 
Please list any medications you are currently taking _______________________ 
 
Please describe your reason(s) for seeking treatment at this time. If there is a 
particular event that triggered your decision to seek treatment now, please list the 
event:  
________________________________________________________________ 
 
________________________________________________________________ 
 
________________________________________________________________ 


