
Debora Barchilon, M.D.
Initial Visit Health History Form 
55 East 87th Street, New York, NY 10128
Phone: 212-875-2025 email: info@TheBarchilonCenter.com
Website: TheBarchilonCenter.com

Instructions: Please complete the enclosed form and email it back to me at least 3 days prior to your appointment. The 
information you provide will help me best address your concerns. Your responses will be kept as a confidential part of your 
medical record. 

PATIENT INFORMATION: 

Name (Last, First): I Email: Birthdate: \ Age: I 
Home Address (street): Home Phone:

( City/State/Zip): Mobile Phone:

REFERRED BY:

Please indicate below why you are coming to see me, and why at this particular time. Please also describe briefly 
the history of your current situation. 
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CONTACT INFORMATION FOR PROVIDERS/FAMILY MEMBERS 

In order to provide you with the best possible care, please provide the contact information for your current treatment 
providers (i.e. primary care doctor, therapist, other clinicians), as well as for family members or friends that you want 
to be involved in your care. 

Patient Name: ------------

Date of Birth: ___________ _ 

NB: Please sign the separate consent form to give Dr. Barchilon permission to speak with specific 
healthcare providers and/or family/friends. 

Family/Friends: 

Psychiatrist: 
Name: 

--------

Name: _______ _ Phone# ______ _ 

Address: 
-------

Phone# _______ _ Name: _______ _ 

Phone# 
-------

OB/Gynecologist: 

Name:. _______ _ 

Address:. ______ _ 

Phone# ______ _ 

Psychotherapist (if separate) Other Healthcare Providers 

Name: _______ _ Name:. _________ _ 

Address: ______ _ Address: ________ _ 

Phone# ______ _ Phone# ---------

Spec i a It y: ---------
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