
MINDSPACE INTEGRATED CARE LLC

New Patient Intake Form
5290 Shawnee Rd, Suite 209, Alexandria, VA 22312  ·  571-265-5969  · 
fatmata@mindspaceintegratedcare.com

Patient Information

Full name: _________________________________________________

Date of birth: ______________   Preferred pronouns: __________

Address: ___________________________________________________

Phone: ______________________   Email: _________________________

Emergency contact (name / relation / phone): ______________________

Reason for Visit

What brings you in today? _____________________________________________

How long have you been experiencing these concerns? __________________

Current stressors: ___________________________________________________

Medical & Psychiatric History

Current medications (name, dose, frequency): ____________________________

Allergies: ___________________________________________________________

Prior psychiatric diagnoses / treatment: _________________________________

Primary care provider: ________________________________________________

Social History

Living situation: _____________________________________________________

Occupation / school: __________________________________________________

Substance use (alcohol, tobacco, other): _________________________________

Signature: _________________________________    Date: _______________


