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New Patient Information and Consent

The following form is fo be completed by the patient
(or parent/guardian if patient is younger than 18 years-old)

Date completed: APC #:
Patient’s Néme: SSN;
Date of Birth: Current Age:
Address: |
Phone Number(s): ( ) ( )
Cell / Home Work

May we call you at home?DYesD\lo May we call you at work?Deleo

( IMarried (D) separated  ()Divorced
idowed ( )Living Together

Marital Status (circle one) () Single

Employer/School; . Qccupation;

Primary Care Physician: Phone Number: ( )

Insurance Information:

Health Plan/insurance: Policy #:
Subscriber Name: Subscriber SSN:
Employer: Referred by:
Emergency Contact:

Name: Relationship:

Phone Number: ( ) Phone Number: ( )

Presenting Problem{s):
Please describe your reason for seeking services (include date/month problemys)
started:

Was there an event which made these issues or problems surface? If yes, please
describe:




Medical History:

Allergies:

Please list any prescription medications you currently use (Name, dosage, frequency):

Please list any over-the-counter medications you currently use (Name, dosage,
frequency):

Please list any past or present conditions that you are currently or have been previously
{reated for:

When did you last have a physical examination?

Who did you see?

Name Phone Number
Family History:
Describe any medical or psychiatric conditions of your parents or siblings:

Psychiatric History:
Have you ever received psychiatric or psychological treatment of any kind before? .
If yes, please answer the following: '

What type of care did you receive? ___ Inpatient ___ Outpatient ___ Both

When were you in treatment? How long?
Who was your therapist or doctor?

Did your doctor prescribe. medicine at that time? If yes, include name, dosage,
frequency:

Substance Abuse History:
Have you ever abused drugs or alcohol? If yes, describe substance, amount, frequency,
and dates: i

If yes, have you ever received substance abuse treatment of any kind?
Do you have a history of biackouts, seizures, or withdrawal symptoms?

Please describe anything else you would like your clinician to know:




Please indicate how your problems are affecting the following areas:

No
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Little
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Much
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Significant
Effect
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Mood
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Sleeping
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Ability to
Concentrate

Ability to
Control Temper

Spirituality
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If your eating habits are affected, describe how:

If your sleeping habits are affected, describe how:




Patient Name: APC #:

Confidentiality:

All information between ciinician and patient is held strictly confidential unless:

1. The patient authorizes release of information with his/her signature.

2. Court order signed by a Judge.

3. The patient presents a physical danger to self.

4. In order to improve the quality of care, it may be necessary for professionals working
at APC to discuss information regarding your case. That information is restricted
only to associates of APC.

The patient presents a danger to others.

6. Child/Eider abuse/neglect is suspected.

o

In the latter two cases, we are required by law to inform potential victims and legal
authorities so that protective measures can be taken.

Financial Terms:

Upon verification of health plan/insurance coverage and policy limits, your insurance
carrier will be billed for you and your Provider will be paid directly by the carrier. The
patient will be responsible for any applicable deductibles and copayments. If you are not
eligible at the time services are rendered, you are responsible for payment.

For those without health plan/insurance coverage, payment arrangements should be
made prior to your first visit.

Canceled/Missed Appointments:

A scheduled appointment means that time is reserved only for you. if an appointment is
missed or canceled with less than 24 hours’ notice, the patient will be billed according to
the scheduled fee or according to the rules of the patient's health plan. f you do not
schedule an expected appointment or do not reschedule a missed/canceled
appointment, you will be called or contacted by mail at home.

Consent for Treatment:

| further authorize and request that Atlantic Psychiatric Center carry out mental health
care services, examinations, treatments, and/or diagnostic procedures which now or
during the course of my care as a patient are advisable. | understand that the purpose
of these procedures will be explained to me upon my request and subject to my
agreement. | also understand that while the course of therapy is designed to be helpful,
it may at times be difficult and uncomfortable.




Release of Information:

I authorize the release of information for claims, certifications/case management/quality
improvement, and other purposes related to the benefits of my Health Plan. (Releases
of information to providers, family, etc., requires separate form.)

Privacy Practices:
I hereby acknowledge receipt of the Notice of Privacy Practices.

I understand and agree to all of the above information.

Patient (or Parent/Guardian) Name Printed

Patient (or Parent/Guardian) Signature Date
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To Whom It May Concern;

The above listed patient is covered by the following insurance:

Company/Plan

ID Number

(No) There is no other insurance.
(Yes) There is other insurance.

What type of insurance is it?

Company/Plan

ID Number

What insurance is primary?

Signature of Insured Date
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HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM GLAIM COMMITTEE 08/05

| |
I i

Yy MD X |:|

TTTIPICA AT
EN PICA |17}
1. MEDICARE MEDICAID TRICARE CHAMPYA GROUP FECA OTHER | 12, INSURED'S 1.D. NUMBER (For Program in ftem 1)
CHAMPUS HEALTH PLAN — BLK LUNG
D (Medicare #) D (Medicaid #) l:l (Sponsor's SSN) D (Mermber 10#) |:| (SSN or ID) I:I (SSN) D (1D)
2. PATIENT'S NAME (Last Mame, Firsl Name, Middle Initial) 2 P“AAHENT'BEIHTH DATE SEX 4. INSURED'S NAME (Last Name, First Name, Middle Inilial)
| |

5. PATIENT'S ADDRESS (No., Street)

6. PATIENT RELATIONSHIP TO INSURED

Sehl:l Spausel:l led[:] OiherD

7. INSURED'S ADDRESS (No., Street)

CITY

STATE

ZIP CODE TELEPHONE (Include Area Code)

()

B. PATIENT STATUS

Single EI Married D
Employed D

Other [:l
Part-Time
Student I:_I

Full-Time
Sludenl

ciTY STATE

ZIP CODE TELEPHONE (Include Area Cude)

( )

e, OTHER INSURED'S NAME (Last Name, First Mame, Middle Initial)

a, OTHER INSURED'S POLICY OR GROUP NUMBER

b OTHER INSURED'S DATE OF BIRTH
MM DD | Yy

L | ™ -]

b. AUTO

i
c. EMPLOYER'S NAME OR SCHOOL NAME

10. 1S PATIENT'S CONDITION RELATED TO:

a. EMPLOYMENT? (Current or Previous)

YES
ACCIDENT?

DYES

DNO

PLACE ({Stale)
NO | |
H

I:INO

¢, OTHER ACCIDENT?

DYES

1. INSURED'S POLICY GROUP OR FECA NUMBER d

a, INESUHET?’;S DATE OF BIRTH SEX
|

DD YY
L v[] F[]

b, EMPLOYER'S NAME OR SCHOOL NAME

¢, INSURANCE FLAN NAME OR PHOGHAM NAME

d, INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. 1S THERE ANOTHER HEALTH BENEFIT PLAN?

D YES |:] NO

If yes, return lo and complete item 9 a-d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM,
12, PATIENT'S OR AUTHORIZED PERSOM'S SIGNATURE | authorize the release of any medical or other information necessary
16 process his claim. | also reques! payment of government benelils either 1o myself or 1o the party who accepts assignment

13, INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | autharize
paymenl of rmedical benelits \o the undersigned physician or supplier lor
services described below,

PATIENT AND INSURED INFORMATION — > | <— CARRIER — >

balow,
SIGNED _ ) DATE L SIGNED ) _ Y
14. DATE OF CURRENT: ILLNESS (First symplom) OR 15.1F PATIENT HAS HAQ SAME O SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCGUPATION A
MM ¢ DD Y INJURY (Accident) OR GIVE FIRST DATE MM | DD | YY MM DD YY MM DD Yy )
! ! PREGNANCY(LMP) i }

FROM } | TO 1 !

| i i
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a, 18, HOSPITALIZATION DATES RELATED TO GURRENT SERVICES
Wl MM DD Yy MM BD Y
17, | NP FROM .‘ ! TO } !
19, RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES

D YES D NO

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate Items 1, 2, 3 or 4 (o (tem S4E by Line)

Y

22, MEDICAID RESUBMISSION
CODE ORIGINAL REF, NO.

SIGNED DATE

{0 T a .
23, PRIOR AUTHORIZATIOM NUMBER
Bl al
24, A, DATE(S) OF SERVICE B. C. D. PROCEDURES, SERVICES, OR SUPPLIES E. G. _H. 1. R
From To PLACE OF (Explain Unusual Circumstances) DIAGNDSIS UDMF"S ﬁ-':,;i:r 0. RENDERING
M DD Yy MM DD YY _|SERVICE | EMG CPT/HCPCS | MODIFIER POINTER 5 CHARGES UNITS Plan | QUAL, PROVIDER ID. #
i | | ! 1 i | I
N S N O T O I N N N N
1 | t 1 1 | i
S N N | L] A
Il ] | i i 1 | ]
| | | | | 1 |
S S N T A S N I T T N
‘ I J ! ! \ I
I N I [ A L el
| t | 1 | | i
A N N T O A T O N I I K
; i | | I I
O T N N I .
25, FEDERAL TAX L.D. NUMBER SSN EIN 26, PATIENT'S ACCOUNT NO, 20 E?Qi%mﬁgfﬂfi\i‘wﬁ]\m 28, TOTAL CHARGE 29. AMOUNT PAID 30, BALANCE DUE
Govl. elins, see hac j | .
D D | YES NG 5 } § ! $ !
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32, BERVICE FACILITY LOCATION INFORMATION 43, BILLING PROVIDER INFO & PH # ( )
INCLUDING DEGREES OH CREDENTIALS
(I certify that the statements on the reverse
apply to this bill and are made a parl thereol.)
a.

a, Ib.

PHYSICIAN OR SUPPLIER INFORMATION

NUCC Instruction Manual available at: www.nucc.org

APPROVED OMB-0938-0999 FORM CMS-1500 (08-05)
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CANCELLATION and NO-SHOW POLICY

Itis our policy to charge a $50 fee if you do not show or reschedule your appointment at

least 24 hours prior to you scheduled appointment time.

I have read and understand the above policy on No Shows/Cancellations:

Patient (or Parent/Guardian) Name Printed

Patient (or Parent/Guardian) Signature Date



PATIENT HEALTH QUESTIONNAIRE (PHO-9)

Name . Date
Provider Patient ID #
Over the last 2 weeks, how often havs you been bothered by any | Notatall | Several More Nearly
of the following problems? days than half every
) the days: day
1| Little interest or pleasure in doing things g 1 2 3
2 | Feeling down, depressed, or hopeless _ ) 4 2 3
3| Trouble falling or staying aslsep, or sleeping ioc much 0 1 2 3
4 | Feeling fired or having little energy 0 1 2 3
5| Poor appetite or overeating ‘ 0 1 2 3
6| Feeling bad about yourself — or that you are a failure or have let 5] 1 2 3
yourseif or your famity down
7 1 Trouble concentrating on things, such as reading the newspaper or g 1 2 3
watching television
8 | Moving or speaking so slowly that other peopie could have noticed? 0 1 2 3
Cr the opposite — being so fidgely or restless that you have been
moving arcund a fot more than usual - ‘
g | Theoughis that you would be better off dead or of hurting yourseff in 0 1 2 3
some way
. ~ add columns:
 (Healthcare professional: For Interprefation of TOTAL, TOTAL:
piease refer i¢ accompanying scoring card )
10. if you checked off any problems, how . Not difficult ai al _
difficult have these probiems made it for
you to do your work, take care of things at Somewhat diffteult  ___
WA a7
home, or get along with other people?. Very difficuft
Extremely difficul

PHQ-g is adapted from PRIME MD TCODAY, deveioped by Drs Robert L. Spitzer, Janst B.W. Williams, Kurt Kroenke, and colleagues, with an
educational grant from Plizer inc. For research information, contact Dr Splizer at risB@columbia.edu. Use of the PHQ-9 may only be mads in
accordance with the Terms of Use available at hilp./fwww.pfizer.com. Copyright ©1988 Plizer Inc. Ali rights reserved. PRIME MD TODAY is a
trademark of Plzer Inc. )
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