
Connecticut Psychiatric Partners P.C. 
 345 North Main Street Suite 311 

West Hartford, CT 06117 

Please fill out completely (Please Print) 

PATIENT’S NAME_________________________________________________ 
FIRST LAST 

Home Address:____________________________________________________________ 
STREET CITY,STATE,ZIP 

Home Phone____________________________________  Birthdate:_____/_____/______  

Cell Phone:______________________________________ 

Number to call in case of office closure/provider out:_______________________________ 

E-Mail Address: _____________________________________________________
Marital Status :

PHARMACY:__________________________________________________________________ 
Name  Address Phone # 

Referred by: _______________________________________________________ 

I  hereby agree to pay any and all charges that are not covered by insurance, for any charges 
due to a missed appointment, or w ith less than 48 hours cancellation.  

__________________________________________________________________________________  
      Signature of Patient/Insured      Date 

(or parent/guardian if patient is a minor)
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