
Louisa J. Steinberg, M.D., Ph.D.

53 West 86th St. 
 New York, NY 10024 
Phone:  (929) 367-8828 

Contact Information 

PATIENT INFORMATION 

Name: __________________________________________________________________ 

Age: _____________ Date of Birth: ________________ SS#: _______-_____-________ 

Address: ________________________________________________________________ 

City: ___________________ State: __________________ Zip: ____________________ 

Home Phone: ______________________ Work Phone: __________________________ 

Cell Phone: _____________________________ Email: __________________________ 

Emergency Contact Name/Relationship/Phone Number: __________________________ 

_______________________________________________________________________ 

Medical Information 

Psychiatric History: ______________________________________________________ 

________________________________________________________________________ 

Medical History: ________________________________________________________ 

________________________________________________________________________ 

Current Medications (and Doses): ____________________________________________ 

_______________________________________________________________________ 

________________________________________________________________________ 

Allergies: _______________________________________________________________ 



Prior medications (use back of page if necessary): 

Medication Max Dose Start Date End Date 

_____________________ __________ _______________ ____________ 
_____________________ __________ _______________ ____________ 
_____________________ __________ _______________ ____________ 
_____________________ __________ _______________ ____________ 
_____________________ __________ _______________ ____________ 

Prior Hospitalizations (use back of page if necessary): 

Hospital   Reason  Admission Date         Discharge Date 

_____________________ __________ ______________      _____________ 
_____________________ __________ ______________      _____________ 

Pharmacy Name and Phone Number: _________________________________________ 

Patient Signature: ____________________________________ 

Date: ____________________________________ 


