
Dr. David J. Abrams, Psy.D. MSCP, P.A. 
 
 
Patient Name:_​___________________________________________________________ 
 
Gender:_​___________________​__Age:​ ______________________​Marital Status_​_____ 
 
Date of Birth_​______________________​Phone ​_________________________________ 
 
Address:​_________________________________________________________________ 
 
City​___________________________​_State​_________________​Zip Code​___________ 
 
Primary Insurance Carrier​____________________________________________________ 
 
Name of Subscriber____________________________Effective Date_________________ 
 
ID#_______________________________________Group #_______________________ 
 
Secondary Insurance Carrier​_______________________Effective Date_______________ 
 
ID#_______________________________________Group#_______________________ 
 
I understand that I cancel a scheduled appointment at least 24 hours prior to that time or I will charged $25.00 for 
that visit.  
 
 
 
___________________________                                                   _________________ 
Signature of Responsible Party Date 
 
  
 
 
 


