
                                                                                                            

                                                                                    

                                                   Client Information Form                                                   

Date_________ Full Name________________________________________________________ 

Address_______________________________________________________________________ 

                       (street)                               (city)                             (state)                  (zip code) 

Age__________ Gender__________ Occupation__________ Marital Status________________ 

Phone: Home_________________ Cell_________________ Other________________________ 

Please list Family members and age_________________________________________________ 

______________________________________________________________________________  

______________________________________________________________________________  

Briefly describe why you have come to PsyMed_______________________________________  

______________________________________________________________________________  

______________________________________________________________________________ 

                                                           Medical Information 

Please list all Physicians (Primary, Cardiologist, etc.) __________________________________  

_____________________________________________________________________________  

_____________________________________________________________________________  

Please list any health problems____________________________________________________ 

_____________________________________________________________________________  

Have you had any serious illnesses? Y/N Please describe________________________________  

______________________________________________________________________________  

List any previous surgeries________________________________________________________  



______________________________________________________________________________ 

 

Please list all medications, supplements, vitamins, etc. you are taking including dosage_______  

_____________________________________________________________________________ 

_____________________________________________________________________________   

_____________________________________________________________________________  

_____________________________________________________________________________ 

Have you ever had psychological counseling or coaching Y/N If yes please describe __________  

______________________________________________________________________________  

Have you ever been hospitalized for psychiatric treatment Y/N When ______________________  

Please rate your current concerns        Mild   Moderate   Moderate/Severe   Severe   Acute     

Emergency Contact (Name, Relation, Phone)_________________________________________  

______________________________________________________________________________  

Notes (office use): 

 

 

 

 

 

 

 

 

 

 

 



Welcome to PsyMednj. We look forward to working with you and assisting you in experiencing 
an enhanced recovery experience and better health. We believe that an open and friendly 
relationship with our clients will lead to productive and positive results, so feel free to ask any 
questions that you may have whether they be about our approach, our services, or payment 
options. Please read and then sign on the following page. And also please remember that we are 
here to help.  

Disclosure 

PsyMednj is currently not a psychological or medical group staffed or run by any form of 
licensed practitioners. PsyMednj Director Jack Trimiglozzi holds a B.A. in Psychology with a 
Mental Health concentration and is currently working on a Masters of Psychology. Much of what 
PsyMednj does is a result of years of study, research and observation that has been put together 
to offer our clients the most comprehensive recovery enhancement program for cardiac as well as 
other patient populations. We are committed to making sure that you experience a better 
recovery, better health, and the attainment of your full potential.   

Appointments 

Appointments can be made anytime either in person, by phone, or through the PsyMed App once 
it is set up. If you need to cancel an appointment, please let us know as soon as possible. With 
the exception of an emergency, cancellations must be at least 24 hours ahead of time. 

Fees & Payments 

Fees vary depending on the type of service that your personal needs require. An initial 50 minute 
visit is $250 with each visit thereafter $125. Support groups are $100 for 90 minutes. All types of 
reasonable payment plans are available. Checks and Credit Card payments are gladly accepted. 
We recognize the difficulty in getting insurance to pay for these types of services and the fact 
that many people have high deductibles or co-pays. PsyMednj believes that these services should 
be made available to everyone regardless of their financial situations and wants to work with 
you.  

Confidentiality 

All information, discussions, observations and advice are completely confidential. However, in 
the best interest of your recovery PsyMednj reserves the right to consult with other Doctors or 
Licensed Practitioners. If you display behavior that is deemed to be a threat to yourself or 
another person, confidentiality will be waived.  

 

Once again please feel free to ask any questions concerning these policies or our services.  

 



   I have read and understand the foregoing statements and my signature below indicates that I 
agree to all the conditions. 

   I authorize the release of any medical information that is necessary for PsyMednj to assist me 
in my recovery  

   I understand that physical and medical complications can arise during the recovery process of 
any illness and do not hold PsyMednj responsible in the event of such complications.  

 

Signed____________________________________________________ Date_______________ 

 

 

 

 

 


