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Time: _____________ 

 

 

Avis Augustine-Miller, LPC, LMHC 
1120 McConville Rd., Suite A, Lynchburg, VA 24502 

Phone: (434) 421-5161 

Fax: (434) 237-4084 

avis@distinctivelyyoursllc.org  

www.DistinctivelyYoursLLC.org  
 

Patient Information Form 

Name _________________________________________________ Date _________________ 

Address ______________________________City ______________ State______ Zip _______ 

Phone #s: Home _________________ Work ________________ Cell ___________________ 

Birthdate: _______________ SS# _________________ Employer ______________________ 

Spouse: Name _________________________________ Birthdate ______________________ 

                        Employer ________________________ Phone# ________________________ 

Family Members Ages Relation Comments 

    

    

    

    

    

 

Previous Professional help?  ______ Yes    _______ No 

If yes, by whom?  ______________________________ Date last seen: ___________________ 

Current medications: ___________________________ PCP: __________________________ 

Insurance Company: ___________________________ ID#: __________________________ 

Referred by: _________________________________________________________________ 

Reason for referral: ___________________________________________________________ 

mailto:avis@distinctivelyyoursllc.org
http://www.distinctivelyyoursllc.org/

	Avis Augustine-Miller, LPC, LMHC

