
Orange County Health & Psychology Associates 
4482 Barranca Pkwy Ste.130, Irvine CA 92604,  

2101 E. 4
th
 Street, Ste 100A, Santa Ana, CA 92705 

Tel (949) 551-4272, Fax (949) 551-6406 

www.ochpa.com 
 

Last Name:  ___________________________ First Name: ________________________ Middle Initial: _____ 

 

Address: ________________________________ City: ___________________ State: _______ Zip: _________ 

 

Home Phone: ___________________ Cell Phone: _____________________ Work Phone: ________________ 

 

DOB: _______________________ Age: _____ SS#: __________________________  

 

Driver’s License #: ______________ Marital Status: ______ Gender: ____ Ethnicity: ___________  

 

Work Address: ______________________________ City: ___________________ State: _______ Zip: ______ 

 

Spouse, Parents or Guardian Address: ___________________________________________________________ 

__________________________________________________________________________________________ 

 

Emergency Contact (name & telephone): _________________________________________________________ 

__________________________________________________________________________________________ 

 

Reason for Visit: ____________________________________________________________________________ 

 

Have you been hospitalized? ______ If so, reason: _________________________________________________ 

 

Prior medical and surgical diagnosis: (Do you have a history of the following?) __________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

 

Allergies: ____________________________ If so, describe reaction(s): ________________________________ 

 

Current medications: _________________________________________________________________________ 

__________________________________________________________________________________________ 

 

Primary Insurance Company: __________________________________ Phone No: ______________________ 

 

Identification No: ______________________________________ Group No:  ___________________________ 

 

Name of Insured: _____________________________ Relationship: ___________________ DOB: __________ 

 

Secondary Insurance Company: ________________________________ Phone No: _______________________ 

 

Identification No: _______________________________________ Group No: ___________________________ 

 

Name of Insured: _____________________________ Relationship: ___________________ DOB: __________ 

 

Please sign and date below to indicate that you have received a copy of the NOTICE OF PRIVACY PRACTICES. 

Your signature simply acknowledges that you received a copy of this notice. 

 

Name: ____________________________ Signature: _______________________ Date: ____________________ 

 

 


