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Dr. Katie Hess, Postdoctoral Fellow
Heather Myers, MS

Date: __________________ Referring Provider: ____________________________________

Phone:____________________________Fax:_______________________________________

*******Office Contact:__________________________________________________________

Patient Information

Patient Name:_____________________________________________M_______ F_________
First MI Last

Address:______________________________________________________________________

City:_________________________________State:____________Zip:____________________

Home Phone:_______________________Other:_____________________________________

DOB:_________________________________________________________________________

******Mom’s name:_______________________Dad’s name:___________________________

Reason for Referral:____________________________________________________________

_________ Office Notes

_________ Any psychological/behavioral test results, including school reports

Insurance Information: *PLEASE PROVIDE A COPY OF THE PATIENT’S INSURANCE CARD*

Primary Insurance:______________________________________HMO_______PPO_______

Policy Number:___________________________________Group Number:_______________


