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ARMONK CHILD AND ADOLESCENT PSYCHIATRY, PLLC
DR. KIMBERLY ORTIZ-HARTMAN, PSY.D., LMFT
ONE HUNTER AVENUE SUITE A 
ARMONK, NEW YORK 10504
	PHONE:(914) 730-6377
FAX: (914) 600-2242
drkimberlydortiz@gmail.com
	DOCTOR OF PSYCHOLOGY
LICENSED MARRIAGE AND FAMILY THERAPIST #001622



Client Information Form  
Please complete this form as fully as possible.  This information is confidential and for my use only and will not be released to any person or group without your written consent.  Please print clearly. 
 
Client Information 
_______________________________    _______________   _______ _______________ 
	Client’s Name                                         	 	 	Date of Birth                 Age 	 	SS# 
 
_________________________________________
Gender Identity  
      
Home Address: Street, Apt#, City, Zip Code                                             
 
___________________________      	______________________________       ________________________  
 Cell Phone #                               	 	 	Other Phone #  	        	Best # to leave messages? 
 
	 _________________________________________  	 	___________________________________________ 
	 Email Address                                                      	 	 	Secondary Email Address  
 
Preferred method of contact:                                                
	 Phone 	 Text 	 Email 	 All 
 
__________________________________      _________________________      __________________________ 
	Name of Emergency Contact               	 	Telephone # 	                                      Relationship 
 
	_______________________________________  	_________________________________________                              
	Name of Referring Person or Place                                                	If under 18 yrs old, name of Guardian 
 
Family Information 
Number of people in your current household: _______    
 
Marital Status:   Single  Committed  Engaged  Married  Divorced  Separated   Widowed 
 
Languages spoken if other than English: ___________________________________________________     
 
Ethnicity/Cultural affiliation: ________________________ 	Religious preference: _________________________ 
 
Family History of:  
	 Depression  Anxiety 	 ADHD/ADD  Autism/ Aspergers 	 Bipolar 	 Schizophrenia 	 OCD 	 PTSD  

	 Suicidal Thoughts/Attempts 	 Drug/Alcohol Problems 	 Criminal History 	 Domestic Violence 	 Abuse 
 
If so, who? _________________________________________________________________________________________ 
 
Social Functioning Information 
 Have you had any concerns or problems in the past or present with the following issues: 
 
 Alcohol/ Drugs  Suicidal Thoughts or Attempts 
	 Gambling 	  Homicidal Thoughts or Attempts 
 Sexuality Issues           Self-Harm/ Cutting 
 Property Destruction/ Burglary/ Fire Setting/ Animal Abuse 
 CPS (Child Protective Services)  
Domestic Violence/ Partner Abuse 
 
Dates and places you have received treatment for any of the above issues: _________________________________________ 
 
Have you ever been hospitalized for mental health reasons? 	 Yes  	 NO 
If yes, please list dates and reason: ________________________________________________________________________ 
 
Have you experienced any traumatic life events? 	 YES  	 NO 
If yes, describe:________________________________________________________________________________________ 
 
Do you have a social support system?  YES  	 NO 
If yes, describe: ________________________________________________________________________________________ 
 
What are your strengths? ___________________________________________________________________________ 
 
What are your limitations? __________________________________________________________________________ 

 
Medical History/Health Information 
 
___________________________________  	__________________________________         __________________________ 
Name of your primary care physician                        Clinic/ Location                 	 	 	Physician’s Phone # 
 
Are you currently under a doctor’s care?   YES   NO    
If yes, for what reason? _____________________________________________________________________________ 
 
Any Allergies?  	 Yes 	 NO  If yes, please list: _______________________________________________________ 

 List current medications you are taking: 
	Medication 
	       Dosage 
	Prescribed by 

	
	
	

	
	
	

	
	
	

	 
	
	


 
Significant Past Health Issues:_______________________________________________________________________ 
Past Medication Prescribed:_________________________________________________________________________ 
 
	you received past counseling or psychotherapy?  
	
	 YES  
	
	 NO      
	  

	Whom did you see? 
	          Dates 
	
	For what reason? 

	
	
	
	

	
	
	
	

	
	
	
	


Have you
 


Have you had any head injuries?  YES   NO 	If yes, please describe: ____________________________________ 
_____________________________________________________________________________________________________ 
 
Have you had any developmental difficulties or delays? 	 Yes  	 NO 
If yes, please describe:__________________________________________________________________________________ 
 
Educational/ Occupational Information 
 
Are you currently a student?  YES   NO     Name of last school attended: _________________________________ 
 
Highest grade completed: ___________      Highest degree and major: ___________________________________________ 
 
Do you have any learning difficulties?   YES  	 NO    If yes, please describe: ____________________________ 
____________________________________________________________________________________________________ 
 
Are you currently:  Employed  Unemployed 	 Looking for work  Retired  Student  Homemaker 
 
Current Occupation: __________________________________________________________________________________ 
 
Name of Current Employer: ____________________________________________________________________________ 
 
Past Occupation History (if applicable): ___________________________________________________________________ 
 
Mental Health Concerns: 
 
Briefly describe the concern or situation that brought you in today:___________________________________________ 
_____________________________________________________________________________________________ 
_____________________________________________________________________________________________ 
_____________________________________________________________________________________________ 
When did the problems start? ______________________________________________________________________ 
Is there a past history with these problems? ____________________________________________________________ 
 
At this time: 
	 I am currently having suicidal thoughts and/or feelings 	. 	 
	 I am currently having homicidal thoughts and/or feelings. 	 
 I am not currently experiencing any concerns with safety to myself or others . 
 
Current Lifestyle: 
 
Alcohol Use: Yes  No;  How often do you drink alcohol: _____________________________________________________ 
Nicotine Use: Yes  No;   How often do you smoke cigarettes/vape/tobacco: ________________________________________ 
Substance Use: Yes  No; What substances are you using and how often: ______________________________________ 
Exercise: Yes   No; How often do you exercise: ____________________________________________________________ 
Gender Identity Challenges: ________________________________________________________
Sexual Orientation: _____________________________________________________
 
Current Issues of Concern: 
· Depression/ sad mood
· Anxiety/ Stress 
· Irritability/ frustration
· Negative thoughts
· Trouble concentrating/ focusing
· Difficulty sleeping (too much or too little)
· Low energy/ motivation
· Loss of pleasure in activities
· Changes in appetite/ weight
· Crying spells 
· Self- Harm 
· Sexuality Concerns/ Struggles
· Hopelessness/ Helplessness
· PTSD/ traumatic experiences
· Anger/ aggression
· Social Anxiety
· Panic attacks
· Phobias/ fears/ obsessions/ compulsions 
· Paranoid thinking 
· Communication problems
· Relationship distress
· Alcohol/ drug use
· Grief
· Physical health problems
· Financial stress
· Parenting difficulties
· Other _______________________________________________________________
 
 
On a scale of 1-10 with 10 being the best, I would rate how I feel right now a ______________________________ 



______________________________________________                  _______________________________

Client Signature 								Date


______________________________________________		________________________________
Therapist Signature 							Date





CONSENT TO TREAT MINOR CHILDREN
(Please send this page to us BEFORE YOUR APPOINTMENT)


I (we), the parent(s) or legal guardian(s) of _______________________, born(date): ______________________ do hereby consent to the medical care and the treatment determined by Dr. Dr. Kimberly Ortiz-Hartman, to be necessary for the welfare of my child while said child is under her care at Armonk Child and Adolescent Psychiatry.

This authorization is effective from (date): _____________ to (date): _______________


_____________________________________      __________________
Signature of Legal Guardian               Date


______________________________                    ______________________________
Witness Signature                                                   Witness Name (please print)



This consent form should be sent or dropped off to the physician's office before the child is taken for treatment.


Father’s Telephone: ___________________Mother’s Telephone: __________________

Father’s Email: __________________________________________________________

Mother’s Email: _________________________________________________________


______________________________________________________________________

* Please have each parent complete this form. You may email it to info@acapsych.com, fax it to 914-600-2242 or simply drop it off at the address provided on the letterhead of this form, thank you. 

