
  Daniel B Goldman, Ph.D., LLC 
  Licensed Psychologist [PY8470] 

  

 
   Today’s Date: _______________________________  

 
Name: _________________________________     _______________    _______________________________ 

       First                                 Middle                   Last 
 

Address:  ___________________________________________________________________________ 
                                                                                                       
City: _______________________________________________  State: ____________   Zip Code: ____________________                                          
  
Last 4 of SSN #: xxx-xx-_________ Date of Birth:_______/_______/_______  Age:__________ 

 
If you wish to share your pronouns, please do so here: ___________________________________________________   
  
Relationship Status (Circle One):   S    M    W    SEP    D   Other ____________________________ 
 
Telephone #: _______________________ (Home or Cell)   May messages be left at this number?   Yes / No 
 
I Give Permission for Messages to be Left With: ________________________________________________________ 

  

Email address: ______________________________________  Do you consent to receive emails?   Yes / No 
 
I Wish To Receive Appt Reminders By:  ___ Phone Call   ___ Text Message   ___ I Do Not Want Reminders 
 

Name of Primary Care Physician: ________________________________________________________________ 

 
How Did You Find Dr. Goldman? ________________________________________________________________________ 

 
Are you currently, or do you expect to be, involved in any legal matter in which your health records might be  
 

requested by an attorney, judge, government agency, or other party, or in which Dr. Goldman might be  
 

deposed or called to testify?      Yes / No 

                        
INSURANCE INFORMATION 
 
Primary Insurance:_________________________ Policy #: _____________________________  Group #: ____________ 

 

Name of Policy Holder: ________________________________________    DOB:  ______ /_______ /________ 
 
 

Secondary Insurance: _______________________ Policy #: ______________________________ Group #: ___________ 
 

Name of Policy Holder: ________________________________________    DOB:  ______ /______/ _________ 

 
IF PATIENT IS A MINOR PLEASE COMPLETE: 
  
Legal Guardian Name:  ___________________________________    Relationship to Patient: ________________ 
    

Legal Guardian Name:  ___________________________________    Relationship to Patient: ________________ 
 

Person Responsible for Payment: ________________________________________________________________________ 

  

DOB: ________ / ________ / _________  Address: ____________________________________________________________  

 

City: ______________________________________________  State:  _____________   Zip Code:  __________________                                          

NEW PATIENT 

INFORMATION FORM 


