
 
Dr. Kristi Hofstadter-Duke, PhD 

Heather Myers, MS, LMFT 
 

Service Requested:  ☐ Psychological Assessment  ☐ Family Therapy  ☐ Other  
 

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: 
Primary Insurance:______________________________________HMO_______PPO_______ 
 
Policy Number:___________________________________Group Number:_______________  


