Beth L. Fineberg, Ph.D.

2020 W. 86th Street, Suite 301

Indianapolis, Indiana  46260

Demographic Data

1. About the Patient

Name: ______________________________________ Age: ___________________
Address: ________________________________________________________________
City: ___________________________ State: ______________ Zip: ____________
Phone:  Home: _______________________
Cell: ________________________

       Business: _____________________

Birth Date: ____________________________ Sex: ______ Marital Status: ______________
Education: __________________________ Occupation: _____________________________

Employer: ______________________________ Social Security No. ____________________

Health Concerns: _____________________________________________________________________

      ________________________________________________________________________________

Medications (prescription & non-prescription, doses, & frequency): ____________________​​​​________


__________________________________________________________________________


__________________________________________________________________________
Physician:  Primary: ______________________________________________



Specialists: ____________________________________________

Previous Mental Health Treatment (when & by whom):_______________________________________ _______________________________________________________​​​​​​​​​​​​​​​​​​​​​​_____________________________
Referred by: _________________________________________________________________________





2. About the Insured

Name: ______________________________________ Age: ____________
Address: ___________________________________________________________________________
City: ____________________________ State: ______________ Zip: ________

Birth Date: ​​​​​​​​​​​​​_______________Sex: ______ Occupation: __________________​​​_______________
Employer: _______________________________ Social Security No.  _____________________
Insurance: __________________________________ Insurance ID: _______________________
