
Dr. Ann C. McDaniel
Dr. Ann McDaniel PsyD LMHC NCC MAC NBCCH SAP                           Telephone 407-265-6100
Licensed Mental Health Counselor          Cell: 407-415-5165
Certified in Sex Therapy, Hypnotherapy & Addictions          www.drannmcdaniel.com
452 Osceola Street Suite 106, Altamonte Springs, Fl 32701
 

Date:__________________________

Patient Name:____________________________________ SSN:______-_____-_______
   Last First         M.I.

Address:____________________________________________________________________

City:_________________________________  State:_____________ Zip:________________

Home Phone:(____)_____-________ Work Phone:(____)_____-___________ Ext:________

Other Phone: (____)_______________                            E-mail:_______________________

Gender: [ ] Male   [ ] Female                       Date of Birth:______-_______-________ 

Marital Status: _________________  Children: _____________________________________

Others Living in the Home:_____________________________________________________

Employer: __________________________________________________________________

Position: ________________________________  How Long?_________________________

Insurance Company:__________________________________________________________

Name Insured/Relationship:____________________________________________________

Insured's Date of Birth:_______________ Insured's SS#:_______________________

Referral Source:______________________________________________________________

Educational Level (Highest Grade Completed): _______
[ ] less than high school [ ] some college
[ ] some high school [ ] college graduate
[ ] high school graduate [ ] post-graduate work

Military Service: [ ] No If Yes, Status:
[ ] Yes [ ] Active [ ] Honorable Discharge

[ ] Medical Discharge [ ] Dishonorable Discharge

Religion (optional): _______________________________________________________

Primary Care Physician: ______________________________ Phone:__________________

Do you have any significant health problems? __________________________________________

________________________________________________________________________________



List any medications/dosages you are currently taking: ____________________________________

_________________________________________________________________________________

Do you have any allergies?___________________________________________________________

Have you been in therapy before? _____________ When?__________________________________

Name of Therapist: __________________________________________________________________

Issues Addressed: ___________________________________________________________________

In Case of Emergency, Contact:

Name:________________________________ Relationship:_________________________

Phone:________________________________

If patient is minor:

[ ] Mother (or Guardian) [ ] Father

Name: _____________________________ ________________________________

Address: _____________________________ ________________________________

_____________________________ ________________________________

_____________________________ ________________________________

(H) Phone:  _____________________________ ________________________________

(W) Phone: _____________________________ ________________________________

Additional Information:


