
                    
 

Wholehearted Creative Arts Therapy 
Arta Cakaj, MS. LCAT 

501 East Boston Post Rd, 2 Fl, Suite 3 
Mamaroneck, NY 10543 
Phone: (917) 392 1134  

wholeheartedarttherapy@gmail.com 
 www.wholeheartedarttherapy.com 

 

 
DATE  ___________________ 
 
 

REFERRAL SOURCE (AGENCY/PERSON)   ________________________________________________________________ 
 
ADDRESS  _____________________________________________________________________    PHONE _______________ 
 
EMAIL ADDRESS__________________________________________________ 
     

CLIENT’S NAME   ___________________________________________________________ DOB  __________________ 
 
GENDER _________       AGE  _______  GRADE____________ 
 
 
ADDRESS  ______________________________________________________________________________________________ 
 
HOME PHONE (_______) ____________________ WORK HOME  (_________) ___________________________ 
 
 
□  BIOLOGICIAL PARENT       □ LEGAL GUARDIAN (MUST PROVIDE LEGAL DOCUMENTS FOR VERIFICATION) 
 
PARENT/GUARDIAN/OTHER   ______________________________________________________________________________ 
 
HOME PHONE (_______) ____________________ WORK HOME  (_________) ___________________________ 
 
EMERGENCY CONTACT   _________________________________________________________________________________ 
 
HOME PHONE (_______) ____________________ WORK HOME  (_________) ___________________________ 
 
ADDRESS     ____________________________________________________  OFFICE PHONE (______) _________________ 
 

REASON(S) FOR REFERRAL  
__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

 
BRIEF DESCRIPTION OF PROBLEM   (ATTACH SEPARATE SHEET IF NECESSARY.  PLEASE FORWARD MEDICAL & BEHAVIORAL 
 INFORMATION, COURT REPORTS, SOCIAL SUMMARIES, PREVIOUS EVALUATIONS, ETC.) 
__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

BILLING INFORMATION 
PRIMARY INSURANCE COMPANY __________________________________________________________ 
POLICY #  ____________________     AUTHORIZATION #  ________________    PHONE  (_____) ________ 
NAME OF INSURED  _____________________________   
 
 
Please email this form to: wholeheartedarttherapy@gmail.com                                                     


