
SONA DELURGIO, PSY.D.,  M.F.T. 
55 West Sierra Madre Boulevard, Suite 300  
Sierra Madre, California 91024  
(626) 836-2023 
 

 

 

 
DATE ______________  Single _____ Married _____ Separated _____ Divorced _____ Widow   
 
NAME __________________________________________ BIRTH DATE __________ AGE   
 
NAME OF SIGNIFICANT OTHER _____________________ BIRTH DATE ___________ AGE   
 
ADDRESS             
   Street    City  State  Zip 

TELEPHONE _(_______)______________________  WORK     (              )     

E-MAIL _____________________         
 
 
CHILDREN: Name _________________ Age ______ Name _________________ Age    
 
 Name _________________ Age ______ Name _________________ Age    
 
 
SIBLINGS: Name _________________ Age ______ Name _________________ Age    
 
 Name _________________ Age ______ Name _________________ Age    
 
EDUCATION (Circle highest level completed) 
 Junior High     High School Junior College 4-Year College   Graduate School 
 
EMPLOYER ___________________  POSITION _________________ SOC. SEC. #     
 
INSURANCE COMPANY ____________________________________ GROUP #     
 
FAMILY PHYSICIAN            
    Name   Address   Phone 
 
Would you like me to provide a consultation with your physician to coordinate care? Yes No  
 
LIST MEDICATIONS PRESENTLY TAKING:         
 
PREVIOUS PSYCHOTHERAPY:  Yes ____  No ____   Date and Reason      
 
 _______________________________________________  Length of Treatment     
 
 
Please briefly explain your need for counseling now:         
 
             
 
 
How did you hear about Dr. DeLurgio?  ____________________________________    
 
Are you interested in receiving Dr. DeLurgio’s e-mail newsletter.    If so, check here:  Yes  _____  
 
______________________________________                 
   Your Signature               Significant Other Signature 


