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Patient Information Form 
 
Name: _______________________________________________  Date of Birth: _______________________________ 
 
Ethnicity: ____________________________________________   Gender/Pronouns: __________________________ 
 
 
Primary Phone: _____________________________________  SSN:_______________________________________ 
 
Secondary Phone: __________________________________  Email:______________________________________  
 
Mailing Address: ___________________________________________________________________________________________ 
 
Car Model/Type: ___________________________________  License Plate Number: _______________________ 
 
 
Emergency Contact: _________________________________  Relationship to You: __________________________ 
 
Emergency Contact Phone:___________________________ 
 
 
Employer: ___________________________________________  Occupation: _______________________________ 
 
 
Primary Care Physician Name and Contact Information: _______________________________________________________ 
 
Psychiatric Provider Name and Contact Information: __________________________________________________________ 
 
 
Does Dr. Lacy Olson-Ayala have permission to leave detailed voicemails at primary phone number?   _____ yes    ____ no 


