
Patient information Date 

Last name First name Middle name 

SSN DOB Age 

Sex Marital status Race 

Nationality Language if other than English Religion if pertinent 

Education Occupation Employer 

 Home phone 
 May we call?   Y/N 
Preferred Contact Number?  Y/N 

Cell phone 
May we call?  Y/N 
Preferred Contact Number?    Y/N 

Work phone 
 May we call?  Y/N  
Preferred Contact Number?   Y/N 

Email address: 

Home address:   Street_________________________________________City:________________________ 

County: __________________________ State: ______________________ Zip:_______________________ 

 Emergency contact information 

Name Relationship Tel. No. 

Referred By:    Tel. No. 

Primary Care Physician:    Tel. No. 

Allergies, including drug allergies 

Insurance Information 

Insured (Card Holder/employee):        Self         Spouse         Parent           Other 

Insured’s name(s): ___________________________   relationship: _________________________________ 

Date of Birth: ________________________________ SSN: ________________________________________ 

Home phone:  _________________   Cell phone: ____________________ work phone:__________________ 

Primary Ins. name:___________________________ 

Policy Holder:________________________________ 

ID number:__________________________________ 

Group number:______________________________ 

Secondary Ins. name:___________________________ 

Policy Holder:_________________________________ 

ID number:___________________________________ 

Group number:________________________________ 
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Patient Authorizations and Agreements 

Patient’s Name _____________________________SSN_______________ DOB_______________ 

Please read carefully and Initial each paragraph and sign below. The paragraphs below contain several agreements. 

_______ Release of Information:  I authorize the release of any medical information necessary to my medical 
insurance company and the referring physician. This authorization will end if I give written instructions to 
the doctor to that effect, which I may do at any time. 

_______Medical Insurance:  I understand my insurance policy is a contract between my insurer and myself. 
 I understand the fee for the service is due to the office. I authorize the medical insurance company to  
pay directly for the doctor’s services. Incomplete insurance information may result in delay of my  
insurance being filed. It is my responsibility to inform the office of any changes of insurance or personal 
information. 

_______Financial Responsibility:  We, the undersigned, understand and agree that each of us is responsible for the 
patient’s fees for the service, including any fees not paid by medical insurance; that if the account is not 
paid  when due, reasonable collection and court costs will be paid by the undersigned; that interest at the 
rate of 1% per month will be charged on any balance outstanding after 90 days; that we are responsible for 
full treatment  fees resulting from appointments not kept or canceled without a 48-hour notice; that fees/
copayment must be paid at the time services are rendered. 

_______Consent for Treatment: I give my permission for treatment by the doctor's office and staff. 

I certify the above information is correct and I have read and understood the above patient information. 

_____________________________________________ ____________________________ 
Patient’s or Guardian’s signature Date 
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OUTPATIENT SERVICES CONTRACT 

Welcome to our practice.  This document contains important information about our 
professional services and business policies. Please read carefully and address any  
questions you may have.  

PROFESSIONAL FEES / POLICIES 
 The standard fee for an initial psychiatric evaluation consultation is $325. This appointment is usually

scheduled for approximately 45 min.

 The fee for a follow-up appointment of 30 min. for medication management with therapy is $185.

 The fee for a follow- up appointment of 45 min. for medication management with therapy is $250.

 You will be expected to pay for each visit at the time it is held, unless we agree otherwise, or
you have insurances which cover our services.

CANCELLATIONS AND MISSING APPOINTMENTS 
 Your appointments are scheduled, as much as possible, for your convenience. Cancellations

should be made at least 2 business days in advance, otherwise you will be charged
a late cancellation fee of $100 for follow up appointments and $175 for new patient appointments.
Your insurance is not responsible for any missed appointment fees.

 You will receive a standard discharge letter if you have two consecutive no shows, three consecutive
cancellations or if you have not come in for treatment over a certain time period beyond what is
recommended. You will have thirty days to decide whether to continue the care with us or you will be
discharged from our clinic, per our policy.

 You will be automatically discharged from our clinic due to conflicts of interests, such as if ever
we have to be in court for your legal case.

INSURANCE REIMBURSEMENT 
 If you have health insurance that we accept, we will file the claims on your behalf and provide whatever

assistance we can in helping you receive the benefits you are entitled.  However, you, not your insurance
company, are responsible for full payment of the fees.

 It is your responsibility to find out exactly what mental health services your insurance will cover,
and to make sure any authorization that is needed is obtained.

CONTACTING US 
 While we are in the office during office hours, we are likely in session or on the phone most times,

and may not be available to answer the phones.

 Messages left on the voice mail are retrieved frequently.  Our staff will return a call normally
within 24-48 hours.  However, if it is an emergency you should call 911.

 The voice mail is completely confidential. Only the doctor and clinical staff have access to the messages.
Feel free to leave as much information as needed.

 We do not return emails or text messages due to internet security and HIPPA compliance.
When needed, we will contact you by phone after receiving emails or texts, which could take
several days. Therefore, phone communication still remains the most confidential, timely and
professional way for us to provide good quality care.
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OUTPATIENT SERVICES CONTRACT 

 It is important to follow the treatment progress for our patients.  It is medically and ethically necessary to 
provide an accurate amount of medications for all patients. Therefore, we do not provide any automatic 
refills.

 All prescriptions are given at the time of your appointment, and are written for enough
medications until your next scheduled appointment.

 If you run out of medication because you cancelled your appointment, lost your prescription or
other reasons, there is a $25 fee for calling in or picking up prescriptions outside of your appointment.

PROFESSIONAL RECORDS/CONFIDENTIALITY 

 We take your privacy very seriously. We will not release your medical records unless you specifically ask 
us to do so. We will need your verbal request as well as a signed consent form in the event records are 
requested from a third party.

 We will not accept any outside consent forms, meaning we require our consent form be filled out and 
signed by you in order to release records/information.

 Please note that we do have a fee for copying and releasing any records. Any letters or forms filled out 
at your request will be done at our discretion, and fees will be applied accordingly.

 In most legal proceeding you have the right to prevent us from releasing your treatment information, 
However, there are exceptions in which we may have to release information without your consent, for 
example, a judge order;  filing a report for abuse of child/elderly/disabled person; taking protective 
actions for patient threatening harm to another or self, including notifying the potential victim, 
contacting the police, seeking hospitalization, or contacting family members or others for helping 
protection.

We hope this written summary proves helpful in our ongoing relationship. Please do 

not hesitate to discuss with us any concerns or questions you may have  regarding 

our policies. 

Your signature below indicates that you have read and understood the  information 

provided and agreed to abide by the terms during our professional relationship. 

This contract remains in effect for as long as you are in treatment in our clinic. 

Patient name (printed) 

Patient signature date 
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Controlled Substance Policy/Agreement 

In the event you are EVER prescribed a controlled substance: 

1. I agree to take my controlled substance medications EXACTLY as instructed. I am NOT allowed to change 
dosage amounts or alter the time schedule of taking the medication without first consulting
my prescribing physician.

2. I am aware that most manufacturers of controlled substances recommend against
driving/operating heavy equipment. I am aware that I could be charged with DUI or cause injury
to myself or others if I choose to drive a vehicle while on controlled substances.

3. I will not combine controlled substances with the consumption of alcohol or other illegal drugs.

4. I will not give, sell or trade controlled substances.

5. The following are conditions for my IMMEDIATE termination from the practice:

a. Obtaining controlled substances from any other physician while under care there without the 
clinic’s knowledge.

b. Altering or forging a prescription which is a felony and will be reported.

6. Only ONE pharmacy should be used to fill controlled substance prescriptions.

7. Controlled substances will NOT be phoned in after business hours, on weekends or holidays.

8. I will allow at least 24 hours for prescription refills to be authorized. I understand that requests received 
after 3:00pm are handled the next business day.

9. If I do not come in for my scheduled appointments, as advised, my prescriptions may not be refilled.

10. If I pick up a prescription without an appointment I am aware of the $25 charge due at time of pick up. 
Prescriptions WILL NOT be mailed.

11. Lost or stolen medications or prescriptions will only be replaced ONCE. Please be responsible with your 
prescriptions.

12. The prescribing physician has permission to discuss medication details with the dispensing
pharmacy and/or other professionals who provide your healthcare.

I have read and understood the above policy and agreed to abide by its terms. 

________________________________  _____________________ 
 Patient/Guardian signature       date      

________________________________  ______________________ 
   Patient Name- printed  date of birth 
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Notice of HIPAA Privacy Policy 

This HIPAA privacy policy contains our practice policies, procedures and standards of conduct designed to ensure our  

compliance with applicable Federal laws and regulations. This Notice describes how medical and mental health information 

about you may be used and disclosed, and how you can get access to this information. Please review it carefully. 

A. Notice of Privacy Practices

The HIPAA Privacy Regulations require health care professional to provide patients with a written notice of the Practice’s policies 
and procedures. This is provided at your first visit and a signature is required by you prior to seeing the doctor.  
An additional copy is available to you, at any time, upon request. 

B. How We May Use and Disclose Medical/Mental Health Information about You

For Treatment: We may use medical/mental health information about you to provide you with medical/mental health  
treatment or services. We may disclose medical/mental health information about you to doctors, nurses, technicians, medical 
students or other personnel who are involved in your treatment. 

For Payment: We may use and disclose medical/mental health information about your treatments and services to bill your insurance  
carrier or a third party payer. For example: we may need to give your health plan information about the time you spent getting treatment, 
so that they will either pay for that time or reimburse you. We may also tell your health plan about a treatment that you plan to  
receive in order to determine whether or not they will pay for that treatment. 

Business Associates: There are some services provided at the clinic through contracts with business associates. One example is  
the copy service we may use when making copies of your medical records. When these services are contracted, we may  
disclose your healthcare information to our business associate so that they can perform their job. To protect your healthcare information, 
however, we require the business associate to appropriately safeguard you information. 

Health Safety: We will use and disclose your medical/mental health information when necessary to prevent a serious threat to  
your health and safety or the health and safety of others. We would only disclose the information in order to prevent the threat. 

Public Health Risks: We may disclose medical/mental health information about you for public health activities. These activities 
usually include the following: 

- To prevent or control disease, injury or disability;
- To report births or deaths;
- To report the abuse or neglect of children, elders and dependent adults;
- To report reactions to medications or problem with product;
- To notify people of recalls of product they may be using;
- To notify a person who may have been exposed to a disease or may be at risk for contracting or spreading a disease 

or condition.

Health Oversight Activities: We may disclose medical/mental health information about you to a health oversight agency for activities 
required by law. These oversight activities include, for example, audits, investigations, inspections and licensure. These activities are  
necessary for the government to monitor the health care system, government programs and compliance with civil rights laws. 

National Security and Intelligence Activities: We may release medical/mental health information about you to authorized federal 
officials for intelligence, and other nation security activities authorized by law. 

Inmates: If you are an inmate at a correctional institution or under the custody of a law enforcement official, we may release  
medical/mental health information about you to the correctional facility or law enforcement official. This would be necessary 
(1) for the institution to provide you with health care; (2) to protect your health and safety or the health and safety of others; or
(3) for the safety and security of the correctional institution.

Lawsuits and Disputes: If you are involved in a lawsuit or dispute, we may disclose medical/mental health information about you 
in response to a court or administrative order. We may also disclose medical/mental health information about you in response  
to a subpoena, discovery request or other lawful process by someone else involved in the dispute, but only if efforts have been  
made to tell you about the request or to obtain an order protecting the information requested. 
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As Required by Law: We will disclose medical/mental health information about you when required by Federal, State or local law. 

Law Enforcement: We may release medical/mental health information if asked to do so by a law enforcement official: 

- In response to a court order, subpoena, warrant, summons or similar process;
- To identify or locate a suspect, fugitive, material witness or missing person;
- About the victim of a crime if, under certain limited circumstances, we are unable to obtain the person’s agreement;
- About a death we believe may be the result of criminal conduct;
- About criminal conduct at the clinic;
- In emergency circumstances to report a crime; the location of the crime or victims; or the identity, description 

or location of the person who committed the crime.

No information about your or your treatment will be released to anyone without our consent form being signed and dated by you, 
unless otherwise specified above. 

C. Authorizations

Authorizations are basically patient consent forms that give permission to release specific information to a specific receiver. 

Some Typical situations where authorizations are needed: 

- Release of medical records to other health care providers;
- Release of medical records to qualify for life insurance or disability;
- Release of health reports to the school, for purposes of qualifying for team sports/activities,  etc.;
- Clinical trial participation (release of information to pharmaceutical company for research);
- Completion of FMLA forms for employers;
- Psychotherapy notes in the chart.

When you fill out an authorization, note the required “expiration date”. A copy of any consent form signed by you is available  
to you upon request. 
Our practice does not accept any outside consent forms, meaning even if you have signed a consent form with an outside party 
for us to release information, we will still require you to sign our form before releasing any information. 

D. Access to Patient charts

Except for psychotherapy notes, patients generally have the right to inspect and obtain a copy of their medical chart. A consent 
form must be signed. The practice may be entitled to demand a copying charge. 

A patient’s request for his/her medical/mental health records may be denied in limited circumstances.  Access may be denied if: 

- The file contains information obtained from a source other than the health care provider under a promise of confidentiality,
and access would reveal the source;

- The information requested has been compiled in a research trial that is underway, and the patient previously agreed 
in writing that access would not be allowed until the trial was completed;

- A licensed health care professional has made a judgment that access would likely endanger the life or physical safety
of the patient or someone else;

- The file makes reference to someone else, and a licensed professional makes a judgment that access would likely result
in substantial harm to the patient or another person;

- The information is requested by the patient’s personal representative and the licensed health professional makes a judgment
that access would likely result in substantial harm to the patient or another person.

If access is denied, the patient has a right to review the decision to deny access, unless it is either of the first two reasons listed  
above. This review must be done by a licensed health care professional who was not involved in the original decision to deny access. 

E. Staff Access to Information

Your medical/mental health information is personal and confidential. We are committed to protect this information. Staff 
member’s access to your records is strictly determined by their need to do the job. 
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Under HIPAA friends, family and even spouses are not entitled to a patients Protected Health Information, only the patient has  an 
absolute right to this information. The exception being, any legal guardian, who is generally to be treated for HIPAA purposes as if 
they were the patient. 

Having said this, HIPAA does permit some sharing of information with friends or family. HIPAA specifies that the practice may,  
without written consent, disclose information directly relevant to such person’s involvement with the patients care or payment 
related to the patients care. 
In such a case one of the following must apply: 

- The practice must obtain written or oral agreement for the information to be disclosed;
- The practice could “reasonably infer from the circumstances, based on the exercise of professional judgment, that the 

patient does not object to the disclosure,” such as when the friend or family member accompanies the patient into the session,
or when a child arrives  in the care of a babysitter, or when a patient arrives from the nursing home in the care of a nurse’s aide;

- The friend or family member has been sent to pick up prescriptions, medical supplies, x-rays or other health information,
in which case the practice is permitted to make a reasonable inference as to the patient’s best interest, in accordance 
with common medical practice;

- The practice provided the patient with the opportunity to object to the disclosure and the patient did not object;
- It is an emergency situation or the patient is incapacitated, so that there is no chance to provide the patient with the 

opportunity to object.

G. Faxes, Answering machines, messages and emails

HIPAA requires reasonable safeguards to avoid disclosure of Patient Health Information. Although some inadvertent disclosures  
will be excused as “incidental”, such as sign in sheets, or your name being called in the waiting room, the practice has established 
the following procedures to minimize the likelihood of HIPAA violations: 

- Our voicemail is completely personal and confidential.
- Due to HIPAA regulations, we do not communicate by email. You are free to email the office; we will respond to you by 

calling the number you list as your preferred number. Remember, phone communication is always the fastest and most 
reliable.

- We will mail invoices to the address we have in your chart, unless otherwise specified by you. If you would like mail or 
messages to be left for you in a way other than what is customary, we will make every effort to accommodate your request.

- When calling for a reminder of appointment we will leave a message only indicating that you have an appointment, not 
what the appointment is for. If you have a preferred method of receiving calls, please inform the staff.

We reserve the right to change this notice. Any revised or changed notice will be effective for the health information we already 
have about you as well as any information we receive in the future 

Please read the information carefully, and direct any questions or comments to the staff. 

Signing and dating below, proves that you received and understood the information. 

________________________________________________ 

Patients printed name 

________________________________________________ 

Patients Signature 

 _______________________ 

    Date 
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REASON FOR APPOINMENT (please circle all that apply): 

Anxiety Depression Physical abuse  Alcohol problems 

Panic attack  Suicidal thoughts Sexual abuse  Drug problems 

OCD   Mood swings/bipolar Physical concerns  Relationship issues 

PTSD  Psychosis Sexual concerns School/work problems 

Attention deficit Eating disorder Memory problems others 

Is it work related?  Y / N 

Is it related to a legal claim?  If so, attorney:________________ phone number:___________________ 

Are you required by a judge, police, probation or parole officer to have this appointment? Y / N 

Medical history (list all major medical illness): 

List all current medications you are taking (including medical and psychiatric): 
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Review this list and check all that apply to you: 

 I am often restless and irritable

 I am having irregular sleep patterns- ether too much sleep or too

little

 I don’t enjoy hobbies, my friends, family or leisure activates any more

 I am having trouble managing my diabetes, hypertension or other

chronic illness.

 I have nagging aches and pains that do not get better no matter what I do.

 I have trouble concentrating or making simple decisions.

 My weight has changed a considerable amount.

 Others have commented on my mood or attitude lately.

 I have thought about suicide.

 I have a history of family depression.

 I feel that my functioning in my everyday life (work, family, and friends) is

suffering because of these problems.

 I have had several of the symptoms I have checked above for more

than two weeks.

I often experience: 

 Digestive problems

 Headache or backache

 Chest pains

 Vague aches and pains like joint or muscle pain

 Dizziness
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MOOD DISORDER QUESTIONARE (MDQ) 

Instructions: Please answer each question as best you can. 

1. Has there ever been a period of time when you were not your usual self and… Yes       No 

…you felt so good or so hyper that other people thought you were not your normal self or you    were 
so hyper that you got into trouble? 

…you were so irritable that you shouted at people or started fights or arguments? 

…you felt much more self-confident than usual? 

…you got much less sleep than usual and found you didn’t really miss it? 

…you were much more talkative or spoke much faster than usual? 

…thoughts raced through your head or you couldn’t slow your mind down? 

…you were so easily distracted by things around you that you had trouble concentrating or staying on 
track? 

…you had much more energy than usual? 

…you were much more active or did many more things than usual? 

…you were much more social or outgoing than usual, for example, you telephoned friends in the 
middle of the night? 

…you were much more interested in sex than usual? 

…you did things that were unusual for you or that other people might have thought were excessive, 
foolish or risky? 

…spending money got you or your family into trouble? 

2. If you checked YES to more than one of the above, have several of these ever happened

during the same period of time?

3. How much of a problem did any of these cause you – like being unable to work; having family, money or

legal troubles; getting into arguments or fights?

Please circle one response only 

     No Problem   Minor problem   Moderate problem   Serious problem 

4. Have any of your blood relatives (ie, children, siblings, parents, grandparents, aunts, uncles)

had manic-depressive illness or bipolar disorder?

5. Has a health professional ever told you that you have manic-depressive illness or bipolar disorder?

©2000 by The University of Texas Medical Branch. All rights reserved. This instrument is designed for screening purposes only and is not to be used as a 

diagnostic tool. 
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Brief Alcoholism Monitor (BAM) 

INSTRUCTIONS: 
This is a standard set of questions about several areas of your life such as health, alcohol use, and recovery support. The 
questions generally ask about the past 30 days. Please consider each question and answer as accurately as possible. Thank You. 

1. In the past 30 days, how would you say your physical health has been?      Excellent    Very Good    Good   Fair    Poor 

2. In the past 30 days, how many nights did you have trouble falling asleep or staying asleep?    |__|__|

3. In the past 30 days, how many days have you felt depressed, anxious, angry or very upset throughout most of the day? |__|__|

SUBSTANCE USE STATUS 
4. In the past 30 days, how many days did you drink ANY alcohol? |__|__|   (If 0. Skip to #6)

5. In the past 30 days how many days did you have at least 5 drinks (if you are a man) or at least 4 drinks (if you are a woman)?
(One drink is considered one shot of hard liquor (1.5oz) or a 12 oz. can/bottle of beer or a 5 oz. glass of wine.)   |__|__|

6. In the past 30 days, how many days did you use any illegal/street drugs or abuse any prescription medication? |__|__|
(If 0, skip to #8)

7. In the past 30 days, how many days did you use any of the following substances? (Please enter “0” if you did not use the substance.)
A. |__|__| Marijuana (weed, pot, cannabis)

B. |__|__| Sedatives/Tranquilizers (benzos, Valium, Xanax, Ativan, Ambien, “barbs” Phenobarbital, downers, etc.)

C. |__|__| Cocaine/Crack

D. |__|__| Other stimulants (amphetamine, methamphetamine, Dexedrine, Ritalin, Adderall, “speed”, “crystal meth”, etc.)

E. |__|__| Opiates (Heroin, Morphine, Dilaudid, Demerol, Oxycontin, codeine (Tylenol2,3,4), Percocet, Vicoden, Fentanyl, etc.)

F. |__|__| Other drugs (Steroids, non-prescription sleep/diet pills, Benadryl, Ephedra, other over-the-counter medications, etc.)

G. |__|__| Inhalants (glues/adhesives, nail polish remover, paint thinner)

8. In the past 30 days, how many days did you smoke or chew tobacco? |__|__|

9. In the past 30 days, how much were you bothered by urges to drink alcohol or use drugs?
   ___Not at all (0)       ___Slightly (8)      ___Moderately (15)       ___Considerably (22)       ___Extremely (30)

10. How confident are you in your ability to be completely abstinent from alcohol and drugs in the next 30 days?
___Not at all (0)       ___Slightly (8)      ___Moderately (15)       ___Considerably (22)       ___Extremely (30)

11. In the past 30 days, how many days did you attend self-help meetings like AA or NA to support your recovery? |__|__|

12. In the past 30 days, how many days were you in any situations or with any people that might put you at an increased risk for using alcohol or drugs
(ie., around risky people, places or things)  |__|__|

13. Does your religion or spirituality help support your recovery? 
   ___Not at all (0)       ___Slightly (8)      ___Moderately (15)       ___Considerably (22)       ___Extremely (30)

14. In the past 30 days, how many days did you spend much of the time at work, school or doing volunteer work? |__|__|

15. Do you have enough income to pay for necessities, such as housing, transportation, food and clothing for yourself and

your dependents?   ___Yes       ___ No

16. In the past 30 days, how much have you been bothered by arguments or problems getting along with any family members or friends?
___Not at all (0)       ___Slightly (8)      ___Moderately (15)       ___Considerably (22)       ___Extremely (30)

17. In the past 30 days, how many days have you spent time with any family members or friends who are supportive of your recovery? |__|__|

18. How satisfied are you with your progress toward achieving your recovery goals?
    ___Not at all (0)       ___Slightly (8)      ___Moderately (15)       ___Considerably (22)       ___Extremely (30)

Developed by John Cacciola, Arthur Alterman, Davis Oslin and James McKay with support from the US Department of Veterans Affairs, Center of Excellance for Substance Abuse Treatment and Education and the VISN 4 
MIRECC. For use in research studies, or other inquiries regarding the BAM, contact James R. McKay, PhD at mckay_j@mail,trc.upenn.edu   © All rights reserved 2008. 
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