JOHN F. GASIEWSKI, L.C.S.W.

ADVANCED CERTIFIED SCHEMA THERAPIST
28 Millburn Avenue, Suite 7A
Springfield, NJ 07081
973-727-4392

Patient Information Form

Please answer all questions fully and sign where appropriate.  All information is held in strict confidence.








Date: _________________

NAME:  ______________________________________________________________

ADDRESS:  ___________________________________________________________

TELEPHONE: C: _________________  H: ________________  O:_______________



Which number do you prefer to be contacted on?  __ C __ H __O

EMAIL:  ______________________________________________________________
It is okay to be contacted by email for scheduling and billing matters: ___ Yes ___ No

PRACTICE POLICIES

· A minimum of 24 hours advance notice* is required to cancel an individual session without charge. (*Monday sessions must be canceled by 5pm Friday.)
· One session after the intake may be cancelled without 24 hours’ notice.  After this, cancellations must be made a minimum of 24 hours in advance.
· Please do not use text messages to communicate with me/my office.  Phone calls and secure messaging via the provided HIPAA-compliant platform must be used. Thank you for your cooperation in this matter.
· I do not consent to your recording sessions or other verbal communications without my explicit consent in writing in advance.  
· By signing below, I agree to the above Practice Policies:
Signature: ____________________________________

Who referred you? __________________
Date of First Session:  ________________

Birth:  _________________________________________________________________


 Date              City                         State                 Country                    Age     Sex

Employment:
 Occupation(s): ______________________________________________



 Present Position:  ____________________________________________

Present Employer:  ______________  Address:  _______________________________

How long employed?
 ____________ FT or PT? ___________Annual Salary: _______

For Insurance purposes:

DOB member:  _________________________ 
SSN#:  _______________________

DOB patient:    _________________________ 
SSN#:  _______________________

Nearest Living Relative:  __________________
Phone number: ________________

Relationship:  ___________________________
