
PATIENT INFORMATION AND REGISTRATION


Patient Name:_____________________________________________ Nickname:__________________
                            Last                          First                         MI

Social Security #________-______-________   Date of Birth ______/______/______   Age__________

Gender: _____________________________    Marital Status _________________________________        

Home #: (            )          -                Cell #: (           )          -                 Preferred #: (            )          -                        

Address:________________________________ City/State: ________________ Zip Code: _________

Primary Care Physician: ____________________________________ Phone #: __________________

Emergency Contact Person:__________________________________ Phone #: __________________
Relationship: _____________________________________________


Local Pharmacy:___________________________________________  Location: _________________


Party Responsible for Payment  (If other than Patient) 

Name:_______________________________________________     D. O. B.:___________________________

Address:_____________________________________________      Phone #:__________________________

               _____________________________________________    Drivers License #:___________________


Insurance Information

Primary Insurance Comp._______________________________________ Phone # :_________________   

Policy Holder’s Name:__________________________________________ D. O. B.:__________________

Policy I. D. # _______________________________________ Group # _____________________________ 


I certify the information provided is correct and irrevocably authorize services be provided to the above named patient.

________________________________________________________________  Date_____________________
Signature of Patient/Parent or Guardian

MEDICATION REFILL POLICY

**ALL MEDICATION REFILLS NEED TO BE REQUESTED 48 HOURS IN ADVANCE.


· Refills that need to be filled immediately or prior to the 48 hour notification may be assessed 
a fee up to $40 per prescription.

· If a non-emergency refill is granted on a weekend, you will be charged a $40.00 fee.


MOST ADHD MEDICATIONS
(ADDERALL, CONCERTA, VYVANSE, RITALIN AND THE LIKE)

· We will charge you a $25.00 fee per prescription to rewrite a lost or expired prescription.

· Please return expired or found prescriptions to our office. 


RETURN CHECK POLICY

· There will be a $25.00 service charge for all returned checks.  In the event two checks have been returned due to insufficient funds, we must ask that you pay for your sessions thereafter by cash or credit card.

· This office utilizes the services of the County Attorney’s Hot Check Program.



I have read and understand the above and agree to the terms.


 _______________________________________________             ____________
 Patient/Authorized Signature					            Date

_______________________________________________              ____________
Witness/Clinic Representative					Date











NOTICE TO PATIENTS
All balances are due and payable in full at the time of treatment, unless other arrangements are made prior to appointment.
We are required to notify you that certain services that may be deemed necessary by your Physician may not be covered by your Private Insurance, Medicare or Medicaid.  Your Physician or his or her designee will discuss this with you if it is applicable.

FINANCIAL AGREEMENT AND CANCELLATION POLICY
(Remember that payment is your responsibility, regardless of insurance or third party involvement.)
By signing below you indicate the following:
I certify that I will be responsible for payment for services rendered at the time of service. 
I authorize the provider of service to receive payment from my Primary and Secondary Insurance on my behalf.
I understand that there will be a charge for telephone consults over 5 minutes plus the cost of any long distance charges.
I also understand that if I do not show up or if I give less than 24 hours notice of cancellation, I am responsible for
the charge for the visit.  Failure to keep regularly scheduled appointments could result in my discharge from treatment. 

Patient Consent for the Disclosure of Information
I have read the NOTICE OF PRIVACY PRACTICES and have had any questions answered by this office.  I understand that by signing this form I consent to the following:
a] Sharing information for purposes of treatment: You will share my information with all members of my treatment team, both within this office and with other providers [personal and institutional] in order to provide me with quality care and the educational/wellness programs specified in my insurance plan;
b] Sharing of Information for Purposes of Payment: You will share all necessary information with my insurer[s], payor[s], governmental entities [such as Medicare, Medicaid, etc.]and their representatives [including, but not limited to benefit determination and utilization review] as well as your representatives involved in the billing process [including, but not limited to] claims representatives, data warehouses, billing companies]
· c] Sharing Of Information For Purposes Of Operations: You will share all information necessary for ongoing operations of this office, including [but not limited to] the credentialing processes, peer review, accreditation and compliance with all federal and state laws.
My consent is freely given.  I understand that I may revoke this consent at any time if that revocation is in writing, but any disclosures given in reliance on this prior consent will be permissible.

							         		
Patient's Name [printed]					         Date
									     
Patient's Signature [or guardian, if a minor]	



[bookmark: _GoBack]

Name: ____________________________________________________________________________________

Have you ever seen a psychiatrist, psychologist or counselor before?  yes / no
If yes, when and who? 
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________                                                                                                 


Have you ever been hospitalized for your mental health?   yes / no   If yes, when was this?
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________  

Which medications (prescription and over the counter) do you take at this time?
Please list, with dosages:
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________                                                                                                                         
                                                                                                                                                                                    
                                                                                                                                                                                    


Have you previously had any allergic or other untoward reaction to psychiatric medications? yes / no
If yes, please explain:
                                                                                                                                                                                     
                                                                                                                                                                                    

Which other medications have you taken in the past for any psychiatric condition?
(If you wish, you may circle them on the following page)
____________________________________________________________________________________________________________________________________________________________________________________
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Name: _______________________________________   Please circle medications you have been on in the past
Antidepressants such as:  Fluoxetine/Prozac/Sarafem                                                            
Paroxetine/Paxil
Sertraline/Zoloft
Citalopram/Celexa
Escitalopram/Lexapro
Venlafaxine/Effexor
Desvenlafaxine/Pristiq
Duloxetine/Cymbalta
Bupropion/Wellbutrin/Zyban/Forfivo
Vilazodone/Viibryd
Vortioxetine/Trintellix/Brintellix
Levominalcipran/Fetzima
Imipramine/Tofranil
Nortryptiline/Pamelor
Emsam Patch or any antidepressant that required a strict diet (MAOI)
Anti-anxiety agents such as: Lorazepam/Ativan
Alprazolam/Xanax
Clonazepam/Klonopin
Temazepam/Restoril
Diazepam/ Valium
Buspirone/BuSpar
Mood stabilizers such as: Lithium/ Eskalith
Valproic acid//Depakote
Carbamazepine/Tegeretol
Gabapentin/Neurontin
Topiramate/Topamax
Olanzapine/Zyprexa
Quetiapine/Seroquel
Risperidone/Risperdal
Aripiprazole/Abilify
Lurasidone/Latuda
Asenapine/Saphris
Ziprasidone/Geodon
Brexipiprazole/Sapris
Cariprazine/Vraylar
Clozapine/Clozaril
Sleep medications such as Zolpidem/Ambien
Zaleplon/Sonata
Eszopiclone/Lunesta
Ramelteon/Rozerem
Suvorexant/Belsomra
Hydroxyzine/Vistaryl
ADHD medications such as: Clonidine/Catapress/Kapvay
Guanfacine/Tenex/Intuniv
Modafinil/Provigil
Armodafinil/Nuvigil
Methylphenidate/Ritalin/Concerta/Quiliivant/Quillichew/Methylin/Metadate
Aptensio XR/ Contempla
Daytrana Patch
Desmethylphenidate/Focalin
Mixed amphetamine salts/Adderall/Vyvanse/Mydayis/Adzenys XR ODT
Zenzedi/Procentra
Dyanavel/Evekeo
Atomoxetine/Strattera
Cyproheptadine/Periactin
Anti-craving medications such as: Naltrexone/ReVia
Acamprosate/Campral   								
Disulfiram/Antabuse		
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Name: _______________________________________________________________ Date: _______________________

Have any of your blood relatives ever had any of the following? Please circle, and explain who
						                         Relationship
alcoholism					yes / no		_________________
depression					yes / no		_________________
epilepsy or seizures				yes / no		_________________
genetic disease				yes / no		_________________
heart disease/sudden heart death		yes / no		_________________
hyperactivity/attention problems, ADHD	yes / no		_________________
learning disabilities				yes / no		_________________
manic-depressive illness/bipolar disorder	yes / no		_________________
dementia/Alzheimers				yes / no		_________________
nervousness or anxiety			yes / no		_________________
schizophrenia					yes / no		_________________
substance abuse				yes / no		_________________
OCD                 				yes / no		_________________
For office use only: SIF			yes / no		_________________

Do you have any medical problems?      yes / no
If yes, please explain: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you suffer from pain?      yes / no
If yes, please explain: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you ever had a concussion, head injury, loss of consciousness or a seizure?     yes / no
If yes, please explain: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you have heart disease or glaucoma?       yes / no
If yes, please explain: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

For office use only:
NSA/ SA/   LMP       on OC        P/L/    PM/s/p hyst     
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Name: _______________________________________________________ Date: _______________________


How much of the following have you used in the past week?			Have you ever?
Nicotine ___________________________________				_______________________
Caffeine ___________________________________				_______________________
Alcohol ____________________________________				_______________________
Marijuana __________________________________				_______________________
Synthetics___________________________________				_______________________
Other drugs_________________________________				_______________________

For office use only:
C  A   G  E           12 step 


Do you work ? yes / no  If yes, what kind of work do you do? ________________________________________

Do you go to school?   yes / no  
If yes, what level and where? __________________________________________________________________
If no, what was the highest level of education you reached? __________________________________________

Do you have children? yes / no  If yes, please give the age of your children: ____________________________________________________________________________________________________________________________________________________________________________________

Do you live alone?  yes / no
If no, who lives with you? ____________________________________________________________________

Do you have fire-arms at home?  yes / no



For office use only:

Dev								Rel Aff


Tr								Leg



Fam								Probl Solv



Fr

	

7E



