
Kenneth R. Langlieb, PhD., Psychologist Lic#3073
973-208-0085

klanglieb@aol.com

DATE_____________ DX:______________
(Doctors Use Only)

PLEASE PRINT

First Name____________________ MI____ Last Name_________________________________

Home Phone#______________________ Cell#________________________________________

Address_______________________________________________________________________

City__________________________________ State________ Zip________________________

SSN#_______________________________ Birth Date ________________________________

Email ________________________________________________________________________

Emergency Contact ____________________________ Relationship_______________________

Address____________________________________________ Phone _____________________

******************************************************************************

Insurance Company______________________________________________________________

ID#_________________________________________ Group#___________________________

Address ___________________________________________ Phone______________________

***If you are not the subscriber please fill in:

Subscriber’s Name____________________Birth Date___________SSN#___________________

******************************************************************************

Family Physician_____________________________ Date of last visit_____________________

Address_________________________________________ Phone #_______________________

List all Medications ______________________________________________________________

Previous Therapist________________________________ From ____________ to ___________

Address __________________________________ _______Phone# _______________________

May I consult your previous therapist? Yes/No I was referred by _______________________

Thank you for this information. The more I know, the more I can be of help to you

INTAKE FORM


