
ANGEL KAHANE, PSY.D.

(310) 259-5131 
CONFIDENTIAL INFORMATION

Name:
 ____________________
  Age:
______
Birth Date: _________________

SSN:
 _____________________    
Marital Status:
 ___________

Email______________________________________________________________________
Home Address_________________________________ Telephone ____________________

City, State, Zip Code _________________________________________________________

In Case of Emergency, contact:
Name_________________________    Phone___________






Relationship____________________

PERSONS PRESENTLY LIVING WITH YOU:

       Name               
  Relationship            
 Age

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

Referred By: ___________________________

Phone ______________

Family Physician: ______________________

Phone ______________

Employer (or Business Name) ___________________
Phone ______________

Address __________________________________   
Years Employed ______

City________________
State __________
Zip Code ___________

Occupation _____________________________

Name of Insurance Co. (if any) ___________________________________

Phone ________________  Is Psychotherapy Covered? ____

Member number_______________________________


Group number_________________________________
Why have you come for therapy at this time?  (May use other side)

Specify goals you would like to accomplish:

.................................................................

NOTE: Cancellations of appointments must be made 24

  hours in advance; otherwise you will be charged for the time 

  reserved.  Insurance does not pay for missed appointments.
To acknowledge, please sign:  _______________________________   Date_________


