Leah M. Lagos, Psy.D. 
Springfield Psychological Associates
PATIENT INFORMATION 
Date of First Visit ______________________________________ 
Patient’s Name: ____________________________________________________    Date of Birth: ____________________ 
Social Security #: ________________________________  Marital Status:  S   M   D  W   DL#: _____________________ 
Address: _________________________________________________________________  Apt #:____________________ 
City: ____________________________________________________   State: _______________  Zip: ________________ 
Gender:    Male     Female
Home Phone #:_________________________  Work Phone #:_______________ Email Address ____________________ 
Employer Name: ____________________________________________________________________________________ 
Employer Address:_____________________________________ City: _________________ State:_______ Zip:________ 
How Were You Referred To Me? ___________________________________________________________________________
What Would You Like Me To Help You With?
1)______________________________________________________________________________________________________
2)______________________________________________________________________________________________________
3)______________________________________________________________________________________________________
Physician: _________________________________________ Phone #: ________________________________ 
Date of  last MD Visit: _________________________________________ Diagnosis: ______________________________ 
Prescription Frequency  & Duration: _____________________________________________________________________ 
Other Medical Specialist: _________________________________________ Phone #: ________________________________ 
Date of last Visit: _________________________________________ Diagnosis: ______________________________
Prescription Frequency  & Duration: _____________________________________________________________________ 
PRIMARY INSURANCE INFORMATION (no need to fill out if you have given a copy of your card) 
Insurance Carrier: __________________________________________ Phone #: __________________________________ 
Insured Name: _____________________________________________ ID #:_____________________________________ 
Insured Date of Birth: _______________________   Group #: ______________________ Policy #:___________________ 
 SECONDARY INSURANCE INFORMATION 
Insurance Carrier: __________________________________________ Phone #: __________________________________ 
Insured Name: _____________________________________________ ID #:_____________________________________ 
Insured Date of Birth: _______________________   Group #: ______________________ Policy #:___________________ 
