NEW PATIENT INFORMATION
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Jody Robinson, MD
Your Name: _________________________________________________ 
[bookmark: _GoBack]Date of Birth: __________________________           Age: ____________ 
Address______________________________________________________
City___________________________ State_________ Zip _____________ 
Phone: _______________________________________
E-mail: _______________________________________
Preferred pharmacy name and address or phone #_____________________________________
Marital Status: _________________________________________________________________
Employer & Position: ___________________________________________________________
Emergency contact: _____________________________________________________________
Insurance company: _____________________________________________________________

Medical History:
Medical conditions/surgeries/major illnesses: 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

Allergies (& reactions): __________________________________________________________
______________________________________________________________________________

Current Medications (include supplements/vitamins/herbs/birth control): ___________________
______________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________

Current Primary Care Physician (name of practice, provider and address)_____________________________________________________________________________________________________________________________________________________

Psychiatric History
Diagnoses & past treatment (briefly): _______________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
Medications tried: ______________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

Family Psychiatric History (parents/ other relatives): ___________________________________ ____________________________________________________________________________________________________________________________________________________________

Communication:
 I understand that if I request the use of email communication, privacy cannot be completely guaranteed, and I may choose phone, HIPAA compliant texting, or use of the Luminello Patient portal as an alternative. 


___________________________________________          ______________________
Signature of patient					 	              Date

___________________________________________
Printed name of patient (or guardian and relationship to patient) 
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Clear Skies Psychiatry, LLC




