
Valdosta Psychiatric Associates, LLC 
 

    Male   
Patient Name:___________________________________________________________________________ 

    
    Female 

First    Middle   Last 
          
Date of Birth Marital Status___________________   ___________________  ___________ 
 

Social Security Number

Street Address_____________________________________________________________________________________ 
        City   State  Zip Code 
 
Home Phone_________________________________   _______________________________________ 
 

Cell Phone  _

______________________________________________ ___________________________ 
 
              

 Work PhoneEmployer

Email Address  
 
 
If Patient is a minor, do you have legal custody?              If divorced, has either parent had parental rights terminated? 
 

_ Relationship to Patient______________________________________ ___________________ 
 
Legal Guardian’s Name

_Guardian’s Date of Birth_________________________  _______________ 
 
Legal Guardian’s Social Security Number

_  SchoolNo ___________________________________________ 
 

    Is Patient a Full-Time Student?    Yes 

**** A Parent or Legal Guardian must accompany minor children when seeing the physician.  Medication WILL NOT be 
dispensed without a parent or legal guardian present.  Legal Guardians will be asked to provide proof of Guardianship**** 
 
 
 

______________________________________ _______________________________ 
 

PhoneEmergency Contact

Emergency Contact Address_______________________________________________________________________ 
 
Relationship to Patient 
 
 
 

Policy Holder Name:_____________________________________   _______________________ 
             
Insurance Company

(Name as it appears on the insurance card) 
Insurance Address_________________________________________________ __________________________ 
 

Phone

______________________ 
  
Policy/Subscriber Number___________________________________     Group Number:

Policy Holder SSN:     Policy Holder Date of Birth: 
 
I request that payment and benefits be made on my behalf to Valdosta Psychiatric Associates, LLC for any services furnished to me by  
its physicians or providers.  I understand that my signature also authorizes release, if necessary, of any medical, HIV, psychiatric and 
substance abuse information contained in my records to my insurance or its assignees. I request and authorize treatment at Valdosta 
Psychiatric Associates, LLC.   I understand I am responsible for any deductible, co-payment or any amount not covered by my 
insurance.  I understand that Valdosta Psychiatric Associates LLC turns delinquent accounts over to a third party collector, and I will 
be responsible for the physician fees, plus a $50.00 collection fee.  Monthly finance charges may be added to all accounts over 60 days 
old.  A fee of $30.00 (thirty) dollars will be charged for any returned checks. 
 
 
__________________________________________________________  ______________________________ _
Signature of Patient or Legal Guardian  (Relationship)   Date 
 
 



 
Who referred you to our office?__________________________________________________________________ 
 
Have you ever had treatment for a mental or nervous condition before?    Yes      No  
 
Where were you treated before?_________________________________________________________________ 
 
Has anyone in your family ever been treated for a mental or nervous condition before?  Yes    No  
 
Mother  Father  Brother/Sister   Children  Grandparents      Other  
 
Are you allergic to any medications or ever had an adverse reaction to any medications?    Yes     No   
 
Please list drug allergies ____________________________________________________________________________ 
 

)Do you smoke? Yes _______   No      (How many packs per day?_  
 
Do you drink alcohol?  Yes   No ) ______________   (How many alcoholic drinks do you consume per week?
 
Are you involved in an investigation by the Department of Family/Children Services?   Yes    No  
 
Are you involved in any legal actions or lawsuits?  Yes   No      
 

Type of SuitAttorney’s Name:____________________________________  ___________________________________ 
        (Divorce, Disability, Motor Vehicle Accident, Workers Comp, Other) 
 
Are you involved in a worker’s compensation claim? Yes   No  
 
 
What is your main complaint?_____________________________________________________________________ 
 
_______________________________________________________________________________________ 
 
How long has this been occurring?______________________ 
 
 
 
List any Medical Condition you are being treated for  _______________________________________________ 
 
_____________________________________________________________________________________________ 
 
Are you experiencing any of the following: 
 

 Depressed Mood  Relationship/Family Problems   General Stress  Anxiety or Worry 
 Problems at work  Physical Health Problems   Grief or Loss   Substance Abuse Problems 
 Nervousness   Inability to Sleep    Panic Attacks   No Interest in Things 
 Problems at School  Problems with Peers    

 
 
 
 

Date:Patient Signature:____________________________________________ _____________________ 
 

To protect identity theft, we require government issued photo identification upon check-in. 
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