
Suzanne Burger, Psy.D. 
24 Patterson Road 

Pound Ridge, NY 10576 
(914) 764-5582 

Fax (914) 234-2398 
 
 
 

     Thank you for filling out this form.  All information will be kept in strict confidence.  
 
                                                                                     
 
Name ____________________________________________      Date ___________________________ 
          
Address ______________________________________________________________________ 
 
Home #  __________________  Work #  _________________ Cell #  ____________________ 
 
E-Mail Address ________________________________________________________________ 
 
I grant permission to leave messages for me regarding scheduling of appointments and/or other matters 
related to my treatment: 
 
_______ At my home   _______   At my office   _______   On my cell phone   ______  Via email 
 
Date of Birth _________________      Age ______________ 
 
Occupation _____________________________  Employer  ____________________________       
 
How long have you been at your current job? ____________      Last grade completed ________ 
 
Ethnicity __________________      Religion _________________ 
 
Check one:     □ Married/Partnered     □ Single     □ Separated     □ Divorced     □ Widowed 
 
Living with Partner/Spouse:   □ Yes   □ No            Number of Years _____ 
 
Emergency Contact _____________________________________________________________ 
 
Referred by: (Name & Phone Number): _____________________________________________ 
 
 
 
 
Reason(s) for Seeking Psychotherapy: 
 
Major reason(s) for seeking help at this time:  
 
________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
How long have you had these problems or symptoms: __________________________________ 
Prior Psychotherapy History:  Outpatient Psychotherapy, Residential Treatment, Inpatient 
Hospitalization, etc. (please include names and dates of treatments): 



 
_____________________________________________________________________________ 
 
_____________________________________________________________________________ 
 
_____________________________________________________________________________ 
 
 
Check all that apply: 
 
 
  Current    Past       Current    Past     
      
Headaches   Restlessness   
Dizziness   Mood swings   
Stomach problems   Excess energy   
Pain   Euphoric mood   
Drug/alcohol cravings   Excessive spending   
Eating problems   Racing thoughts   
Binge eating   Anger/explosiveness   
Restrictive eating   Panic attacks   
Weight loss   Anxiety   
Weight gain   Excessive worry   
Loss of appetite   Phobias   
Social isolation   Nightmares   
Sleep problems   Physical abuse   
Depressed Mood   Sexual abuse   
Frequent crying   Sexual problems   
Low energy   Relationship Problems   
Feeling worthless   Family conflict   
Suicidal thoughts   Work/school problems    
 
 
Psychiatric medications (present and past) ___________________________________________ 
 
_____________________________________________________________________________ 
 
Prescribed by __________________________________________________________________ 
 
 
Would you agree to sign a consent for release of information to allow me to converse with the 
prescribing physician/psychiatrist?    □ Yes   □ No      
 
 
 
 
Medical Care: 
 
Do you have any serious or chronic medical conditions (past and present):   □ Yes   □ No      
  
If yes, please list _______________________________________________________________ 
 
_____________________________________________________________________________ 
 
Current medications (include non-prescription) ________________________________________ 
 
 



Do you exercise?  □ Yes   □ No        If yes, amount, frequency and type of exercise __________ 
 
_____________________________________________________________________________ 
 
_____________________________________________________________________________ 
 
 
 
 
Alcohol and Other Drug Use: 
 
Do you use alcohol?  □ Yes   □ No          If yes, amount and frequency ____________________ 
 
Do you use other drugs?  □ Yes   □ No          If yes, amount, frequency and type _____________ 
 
Age you started? _________ Date and amount of last use? ___________________________ 
 
Do you feel that you have a problem with alcohol and/or other drugs?   □ Yes   □ No          
 
Has your drinking/drug use caused problems with family or in relationships?   □ Yes   □ No       
 
Has your drinking/drug use caused problems at work?   □ Yes   □ No        
 
Have you ever been arrested for a DUI or other drug-related offense?   □ Yes   □ No        
 
Do you smoke cigarettes?  □ Yes   □ No        
 
 
Family/Other Relationship Information: 
 
Have any relatives had psychiatric symptoms or alcohol/drug problems?  □ Yes   □ No        
 
                Relatives                           Symptoms/Problems                          Treatment   
   

   

   

   

 
ASSIGNMENT: 
I understand that I am financially responsible for all the charges incurred my treatment with Dr. Burger. 
 
_____________________________________________________________________________ 

Signature         date 
 
 
_____________________________________________________________________________ 
(For minors) Signature of Guardian       date 



 
Appointment Reminders and 

Online Appointment Scheduling 
 
You can receive an appointment reminder to your email address, your cell phone (via a text message), or your 
home phone (via a computer generated voice message) the day before your scheduled appointments. 
 
You can also enjoy the convenience of online scheduling at any time. Once your account is established, you 
simply visit www.therapyappointment.com to schedule or reschedule your appointments. You may continue to 
schedule appointments in person or by telephone, but if you have Internet access, you are sure to enjoy the 
convenience of this online system. 
 
 
Your name: _______________________________________________ 
 
Requested login name:  |__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|  

(letters or numbers only) 
 
Requested password: |__|__|__|__|__|__|__|__|__|__| 
    (letters or numbers only) 
 
Your email address: ______________________________________________ 
 
Your cell phone number: __________________________________________ 
 
Where would you like to receive appointment reminders? (check only one) 
 
     _____ Via a text message on my cell phone (normal text message rates will apply) 
 
     _____ Via an email message to the address listed above 
 
     _____ Via an automated telephone message to my home phone 
 
     _____ None of the above. I’ll remember my appointments on my own. 
                (Missed appointment fees will still apply) 
 
Appointment information is considered to be “Protected Health Information” under HIPAA. By my signature, I am 
waiving my right to keep this information completely private, and requesting that it be handled as I have noted 
above. 
 

 
 

---------------------------------------------------------------------            -------------------------- 
Signature    



 
OFFICE PROCEDURES 

 
This sheet is intended to clarify questions you may have about the policies of my practice.  
Please read this information carefully, sign one copy and keep one for your 
records.  I will be more than happy to answer any questions you may have about this.  
 
CONFIDENTIALITY is a crucial aspect of therapeutic communication.  I abide by the ethical 
code of the American Psychological Association and the laws of the state of New York which 
specify that your communication with your therapist is privileged and confidential.  At your 
request, I will obtain your written consent to share information with others. 
 
CONTACT 
In case of emergency, please leave me a message first on my business number (914) 764-5582 
and then my cell phone at (914) 319-6784.  I check this number regularly throughout the day 
for messages. 
 
APPOINTMENTS 

• Individual therapy sessions run 45 minutes and couples sessions 60 minutes duration. 
• If you need to cancel an appointment, please notify me at least 48 hours prior to 

the scheduled session.  Without such notice, you will be charged for the full cost of the 
session.  This is necessary in order for me to run my practice in a predictable and systematic 
way.  Please recognize that your insurance company cannot reimburse you for these missed 
appointments. 

 
PAYMENT 

• Patients are responsible for determining their particular mental health benefits, 
including deductible amounts, co-payments and annual caps.  It is your responsibility to 
stay aware of the details of your plan’s requirements.  I am unable to monitor these for the 
many different insurers and plans, especially as these change so frequently. 
• Payment is expected at the time of service. The patient is responsible for payment 

regardless of insurance coverage.  Full payment is expected at time of each office visit unless 
arrangements have been made in advance.   
• The statement also serves as your insurance claim.  I suggest you make a copy of it for 

your records before submitting it to your insurance carrier.  
• In addition to weekly appointments, I charge on a prorated basis for other professional 

services that you may require such as report writing, telephone conversations that last 10 
minutes or more, attendance at meetings requested by you, or the time required to perform 
any other service which you may request of me.   
• In the unlikely event that you become involved in a legal matter that requires my 

participation (although it is recommended that we discuss this fully before you waive your 
right to confidentiality), you will be expected to pay for the professional time required even 
if I am compelled to testify by another party.  

Thank you for your cooperation and for the opportunity to work together. 

 
I/We have reviewed, understand, agree to comply with the above procedures, and have 
received a copy thereof. 
 
                                              __________               ___________________________      
Signature                                           Date                   Signature                                        Date 


