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Tel.  914-471-1501



                
                                       378 Route 202 

email: mary.procidanophd@gmail.com                                                                        Somers NY 10589

www.maryprocidanophd.com







Mary E. Procidano, Ph.D., ABPP 

Board Certified in Clinical Psychology
WELCOME  

Today’s Date:  ___________________ 

Individual’s Name:
Last _______________________________First_____________________  Middle Initial_________

Birth Date____________________Age________

Street Address___________________________ 
City__________________State______Zip_________

Employer or Educational Status/Institution: ________________________________________

Home Phone__________________  Cell Phone________________

please check one:  _____I do        ______I do not  communicate via text-messaging

email address____________________________________________________

please check one:  _____I do        ______I do not  check my e-mail regularly

In Case of Emergency Contact:

Name:_____________________________

Phone #_________________Relationship______________                      

Date of last physical:  ___________________________  current medical diagnoses:

_________________________________________________________________________________

_________________________________________________________________________________

Current Medications:

____________________
___________
____________________________ 

Name of medication

dose


prescribed for


____________________
___________
 ____________________________
Name of medication

dose


prescribed for


____________________
___________      ____________________________ 
Name of medication

dose


prescribed for

____________________
___________
____________________________ 

Name of medication

dose


prescribed for

(continue below as necessary)

“I VERIFY THE ACCURACY OF THE ABOVE INFORMATION.”

________________________________________________               ____________________

signature










date


