FLORIDA

= Behavioral
MediCine Child, Adolescent, Adult and Geriatric Psychiatry

ADULT - NEW PATIENT FORM

Patient Name *

Title First Name Middle Name Last Name

Home Phone *

Area Code Phone Number

Age

Sex *

Cell Phone *

Area Code Phone Number

Work Phone

Area Code Phone Number

If married, how long?



Marital Status *

Address *

Street Address

Street Address Line 2

City State / Province
Postal / Zip Code Country
Patient E-Mail

Current Occupation *

Employment Status *

Full Time Part Time
Employer

How Long Employed?

Student Status *

Not a Student Full Time

Emergency Contact Details:

Person to notify in case of Emergency

Not Employed

Part Time



Emergency Contact Name *

Address *

Street Address

City State / Province
Postal / Zip Code Country

Relationship to Patient *

Emergency Contact Phone Number *

Area Code Phone Number
Emergency Contact Work Number
Area Code Phone Number

Emergency Contact Mobile Number

Area Code Phone Number

Referred by

Patient Medical History

Tick boxes if you have had any of the following *

Abnormal Heart Rhythm Allergies (any)
Anxiety/Stress Asthma

Anemia
Arthritis



Atrial Fibrillation Colitis or Crohn's Disease Cancer

Chronic Pain Chronic Kidney Disease Depression

Diabetes Emphysema/COPD Gallbladder Disease

Gout Headaches/Migraines Heart Attack/Failure
Heartburn/GERD Heart Murmur Hepatitis

High Blood Pressure High Cholesterol HIV/AIDS

Irritable Bowel Syndrome Kidney Failure Kidney Stones

Ohegitv Natennnrnsic Perinheral \/aceiilar Diceace

Other Medical History

List all Medication and Prescriber *

| have listed ALL medications currently prescribed by ALL Doctors

Allergies

PAST SURGICAL HISTORY

Tick boxes if you have had any of the following Surgery *

Appendectomy CABG/Stent placement Cholecystectomy

Gastric bypass/banding Hysterectomy Joint replacement surgery
Mastectomy Pacemaker Prostatectomy
Tonsillectomy Prostate Surgery Not Applicable

Other Surgical History



Family Psychiatric History

Condition Mother Father

Bipolar
Dementia
Suicide

ADHD
Depression
Schizophrenia
Anxiety

Substance
Abuse

Social History

Marital Status *

Single/Nev
er Married

Living Situation *

Born/Raised *

Primary Language *

Married Seperated/

Maternal Paternal
Grandparents Grandparents

Brother Brother Sister Sister

Widowed Partnered

Add
Sibl



Education/Occupation *

Legal Issues/Arrests *

Support Systems *

History of Abuse *

None Physical Emotional Sexual

Risk Assessment

Thoughts Plan Intent Means Attempt History (ideation

None Only (describe) (describe) (describe) (describe) and/or Attempts)

Suicidal

Ideation

Homicidal

Ideation

Substance Abuse History

Amount Frequency Duration FirstUse LastUse Not Applicable

Caffieine
Tobacco

Alcohol

Marijuana
Opioids/Narcotics
Amphetamines

Cocaine



Hallucinogens

Others

Review Of Systems

Tick boxes of current symptom

Unable to
Participate

General *

No complaints
Fatigue/Malasia
Fever/Chills
Change in Appetite

Head/Ears/Eyes/Nose/Throat *

No complaints
Vision Changes
Nose Bleed
Dental Abscess
Sore Throat
Jaw Pain

Cardiovascular *
No complaints
Palpitations
Chest Pain
Fainting
Ankle edema

Respiratory *



No complaints
Short of Breath
Cough
Wheezing
Phlegum

Gastrointestinal/Genital-urinary *
No complaints
Diarrhea
Constipation
Abd. Pain
Difficulty Urinating

Neurology *

No complaints

Headache

Muscle

Weakness

Tremors

Involuntary Abnormal Movements

Musculoskeletal *
No complaints
Joint Swelling
Recent Trauma/Fracture

Skin *
No complaints
Rash
Lesion/Mass
Sweating



Personal Psychiatric History

Tick boxes if you have had any of the following *

None Depression
Psychosis Schizophrenia

Mental
Dementia Retardation/Developm

ental Disability

Previous Psychiatric Providers

If yes, Name Of the Doctor

Prior Psychiatric Hospitalizations *

N/A
Yes

Last Hospitalization

Total Days

History of ( ECT) Electro Convulsive Therapy *
N/A

Yes

Last Treatment

Number of Treatments

Anxiety

Schizo-Affective
Disorder

Organic Brain Disorder

Mania

ADHD

Psycho Educational
Testing



History of Electro Shock Therapy (ECT) *

N/A
Yes

Last Treatment

Number of Treatments

History of Suicide Attempt *

N/A
Yes

History of Self-injurious Behavior *
None
Head-banging
Overdose

Cutting

History of Suicidal Gesture *
N/A
Yes

| HEREBY AUTHORIZE COMMUNICATION WITH MY PRIMARY CARE PHYSICIAN: *

YES
NO
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Name & Address of Your Primary Care Physician *

Phone Number of Primary Care Physician

Area Code Phone Number

Informed consent for treatment

| hereby give consent to the staff of FLORIDA BEHAVIORAL MEDICINE for my evaluation and treatment.
My choice has been voluntary and | understand that | may terminate treatment at anytime. | further
understand that psychiatric treatment is a cooperative effort between myself and the doctor. | will work
with the doctor in a cooperative manner to resolve any difficulties.

| understand that psychiatric records are confidential, unless the client expresses harm to self and/or
others or in case of court order.

| have read and understood the above.

Patient Financial Obligation Agreement

| understand that all applicable copayments and deductibles are due at the time of service. | agree to be
financially responsible and make full payment for all charges not covered by my insurance company. |
authorize my insurance benefits be paid directly to Florida Behavioral Medicine for services rendered. |
authorize representatives of Florida Behavioral Medicine to release pertinent medical information to my
insurance company when requested or to facilitate payment of a claim.

Notice of Privacy Practices: Acknowledgement of Receipt

| acknowledge that | was provided with a copy of the Florida Behavioral Medicine Notice of Privacy
Practices (NOPP)

11



Information Disclosure and Consent

Florida Behavioral Medicine will provide you with the health insurance that your provider(s) accepts*. If
you decide to be treated by a provider who does not accept your health plan, you will be asked to sign a
consent form agreeing that you accept treatment from that provider.

I read and agree to all of the above (Financial Agreement, Notice of Privacy, Insurance Information).

Other comments

Patient Health Questionnaire (PHQ-9)

Over the last two weeks, how often have you been bothered by any of the following problems?

Little interest or pleasure in doing things?

Not at all

Several days

More than half the days
Nearly every day

Feeling down, depressed, or hopeless?

Not at all

Several days

More than half the days
Nearly every day

Trouble falling or staying asleep, or sleeping too much?
Not at all
Several days
More than half the days
Nearly every day
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Feeling tired or having little energy?

Not at all

Several days

More than half the days
Nearly every day

Poor appetite or overeating?
Not at all
Several days
More than half the days
Nearly every day

Feeling bad about yourself - or that you are a failure or have let yourself or your family down?

Not at all

Several days

More than half the days
Nearly every day

Trouble concentrating on things, such as reading the newspaper or watching television?
Not at all
Several days
More than half the days
Nearly every day

Moving or speaking so slowly that other people could have noticed? Or the opposite - being so

fidgety or restless that you have been moving around a lot more than usual?
Not at all
Several days
More than half the days
Nearly every day

Thoughts that you would be better off dead, or of hurting yourself in some way?
Not at all
Several days
More than half the days
Nearly every day

GAD-7 (General Anxiety Disorder-7)
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Over the last two weeks, how often have you been bothered by any of the following problems?

Feeling nervous, anxious, or on edge
Not at all
Several days
More than half the days
Nearly every day

Not being able to stop or control worrying
Not at all
Several days
More than half the days
Nearly every day

Worrying too much about different things
Not at all
Several days
More than half the days
Nearly every day

Trouble relaxing
Not at all
Several days
More than half the days
Nearly every day

Being so restless that it's hard to sit still
Not at all
Several days
More than half the days
Nearly every day
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Becoming easily annoyed or irritable
Not at all
Several days
More than half the days
Nearly every day

Feeling afraid as if something awful might happen
Not at all
Several days
More than half the days
Nearly every day

Consent & Signature

Patient or Legal Guardian Full Name *

First Name Last Name

Date *

Month  Day Year

General Information

¢ Patients under the age of 18 must be accompanied by parent or guardian on the first visit.

« Office hours are (Monday to Thursday: 9am to 5pm / Friday: 9am to 4pm / Saturday & Sunday
CLOSED)

e Patients are seen by appointment only.

¢ If the new patient form has been completed and returned to our office at least 24 hours in advance,
new patients must arrive NO LATER THAN their appointment time. If the form is NOT completed
and returned to our office at least 24 hours in advance, the patient must arrive one hour early.
Otherwise, we will reschedule the appointment.

¢ Established patients arriving ten or more minutes late will be rescheduled.

e Our main line, (Largo Clinic: 727 518 6444 / St. Petersburg Clinic: 727 518 6444 / Tampa clinic: 813
358 5644)

MEDICATIONS
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¢ Patients are asked to bring their current medications or a list thereof to each visit.

¢ Medication refills are not given to patients who do not keep their follow-up appointments.
¢ Medications will not be prescribed for illness unless the patient sees the physician first.

¢ Patients must allow no less than 48 hours for prescription refills.

e The physician "on-call" does not prescribe or refill medications.

e Patients are assessed a $20 fee for appointments not canceled at least 24 hours in advance.

e We charge $20 per page for any kind of paperwork. The fee is payable in advance. We require no
less than 10 days for preparation of forms for FMLA, disability, etc.

e Payment is required at the time of service. This includes co-pays, deductibles, and previous
balances.

e Payment for services is the responsibility of the patient.

e We will not re-file claims if the patient has not updated their information.

General Consent for Care & Treatment Consent

TO THE PATIENT: You have the right, as a patient, to be informed about your condition and the
recommended surgical, medical or diagnostic procedure to be used so that you may make the decision
whether or not to undergo any suggested treatment or procedure after knowing the risks and hazards
involved. At this point in your care, no specific treatment plan has been recommended. This consent form
is simply an effort to obtain your permission to perform the evaluation necessary to identify the appropriate
treatment and/or procedure for any identified condition(s).

This consent provides us with your permission to perform reasonable and necessary medical
examinations, testing and treatment. By signing below, you are indicating that (1) you intend that this
consent is continuing in nature even after a specific diagnosis has been made and treatment
recommended; and (2) you consent to treatment at this office or any other satellite office under common
ownership. The consent will remain fully effective until it is revoked in writing. You have the right at any
time to discontinue services.

You have the right to discuss the treatment plan with your physician about the purpose, potential risks,
and benefits of any test ordered for you. If you have any concerns regarding any test or treatment
recommended by your health care provider, we encourage you to ask questions.

| will be asked by a physician and other health care providers or the designees as deemed necessary to
perform reasonable and necessary medical examination, testing and treatment for the condition which
has brought me to seek care at this practice. | understand that if additional testing, invasive or
interventional procedures are recommended, will be asked to read and sign additional consent forms prior
to the test(s) or procedure(s). | certify that | have read and fully understand the above statements and
consent fully and voluntarily to its contents.

If Representative signing, please state your relation to Patient
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Full Name of Patient or Personal Representative *

First Name Last Name

Date *

Day Month  Year

Full Name of Witness

First Name Last Name

Date

Day Month  Year

Notice of Privacy Practices

This notice describes how medical information about you may be used and disclosed and how you can
get access to this information. If you have any questions about this Notice please contact our Office
Manager at the office location or our Privacy Officer at: 1100 Clearwater-Largo Road, Largo, FL 33770.

1) Uses and Disclosures of Protected Health information based Upon Your Written Consent Treatment:
We will use and disclose your PHI to provide, coordinate, or manage your health care and any related
services. Payment: Your PHI will be used, as needed, to obtain payment for your health care services.
Office Support Activities: We may use or disclose, as-needed, your PHI in order to support the business
activities of our practice.

2) Uses and Disclosures of Protected Health Information Based upon Your Written Authorization Other
uses and disclosures of your PHI will be made only with your written authorization, unless otherwise
permitted or required by law as described below.

3) Other Permitted and Required Uses and Disclosures That May Be Made With Your Consent,
Authorization or Opportunity to Object Others Involved in Your Healthcare: Unless you object, we may
disclose to a member of your family, a relative, a close friend or any other person you identify, your PHI
that directly relates to that person's involvement in your health care. In Emergencies we may use or
disclose your PHI for emergency treatment. If a_.Communication Barrier exists if, using professional
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judgment, the provider determines your intent use or disclosure under the circumstances.

4) Other Permitted and Required Uses and Disclosures That May Be Made Without Your Consent,
Authorization or Opportunity to Object As Required By Law. To a_public health authority that is permitted
by law to collect or receive the

information. If authorized by law, to a person who may have been exposed to a communicable disease or
may otherwise be at risk of contracting or spreading the disease or condition. To a health oversight
agency for activities authorized by law. To a public health authority that is authorized by law to receive
reports of child abuse or neglect. To the Food and Drug Administration to report adverse events, product
defects or problems. In Legal Proceedings in response to an order of a court. For |law enforcement
purposes as long applicable legal requirements are met. To Coroners, Funeral Directors, and Organ
Donation Organizations. For Research when research has been approved by an institutional review board.
In the case of Criminal Activity only when consistent with applicable federal and state laws. For Military
Activity and National Security when the appropriate conditions apply. To comply with workers'
compensation laws. If an inmate, to a correctional facility. When required by the Secretary of the
Department of Health and Human Services to investigate or determine our compliance with the
requirements of Section 164.500 et. seq.

5. Your Rights

You have the right to inspect and copy your protected health information. Under federal law, however,

you may not inspect or copy the following records; psychotherapy notes.

You have the right to request a restriction of your protected health information.

You have the right to request to receive confidential communications from us by alternative means or at
an alternative location

You may have the right to have your physician amend your protected health information.

You have the right to receive an accounting of certain disclosures we have made, if any, of your protected
health information

You have the right to obtain a paper copy of this notice from us,

6. Complaints

You may complain to us or to the Secretary of Health and Human Services if you believe your privacy
rights have been violated by us. You may file a complaint with us by notifying our Privacy Officer of your
complaint. We will not retaliate against you for filing a complaint.

7. Effective Date: This notice was published and becomes
effective on April 14. 2003.

HIPAA Compliant Request for Information

1).MY INFORMATION:

Name *



First Name Last Name

Address *

Street Address

Street Address Line 2

City State / Province

Postal / Zip Code

Email *

Phone Number *

Area Code Phone Number
Fax Number

Area Code Phone Number
Date *

Month  Day Year

Last 4 SSN# *

2) CUSTODIAN INFO:

| hereby give the following entity permission to release my Protected Health Information (PHI):

Name

Last Name



First Name

Address

Street Address

Street Address Line 2

City State / Province

Postal / Zip Code

Phone Number

Area Code Phone Number
Fax Number
Area Code Phone Number

3)INFORMATION REQUESTED: | instruct the above entity to release a copy of the following information:

(Please Tick One)

Comprehensive Care Summary Entire record
Please note that Behavioral Health Records release may only be a summary by the doctor

4) WHERE TO SEND: | am requesting the above designated records be released to the following entity or
person:

Name *

First Name Last Name

Address *
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Street Address

Street Address Line 2

Phone Number *

Area Code Phone Number
Fax Number
Area Code Phone Number

5) FORM & FORMAT OF RECORDS:

| request the copies of records be delivered as follows (Tick One):

Form Format Method of Delivery

Electronic
PDF

*Emailed records sent to an unencrypted email address may be viewable by an unauthorized party. By
selecting this delivery method you understand and accept the inherent risks of receiving your records via
email to the address you specify.

7) SENSITIVE INFORMATION DISCLOSURE: HIV, Behavioral Health, or Drug and Alcohol Abuse/Treatment
information within the dates specified above are to be released through this authorization unless
otherwise checked

below:

Email the records to:
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This authorization is valid for 1 year (365 days). | may revoke this authorization at any time by mailing or
personally delivering a signed, written notice of revocation to the healthcare provider at which this
authorization was executed. Such revocation will be effective upon receipt, except to the extent that the
recipient has already taken action in reliance on this Authorization. | am entitled to a copy of this
authorization upon my request. | may not be required to sign this Authorization as a condition to obtaining
treatment or payment or my eligibility for benefits. The recipient of this protected health information is
prohibited from re-disclosing the information unless the recipient obtains another authorization from me
or unless the disclosure is specifically required or permitted by law. Where permitted, the information | am
requesting to be disclosed may sometimes be re-disclosed by the recipient and may no longer be
protected by law. | am entitled to notice if my protected health information is used for marketing and
results in remuneration to the provider. | hereby acknowledge that | have read and fully understand the
above statements as they apply to me.

Date *
Month  Day Year
Date

Month  Day Year

Electronic
PDF

Fax the records to the number indicated above:

Download - Email a secure link to:

example@example.com

Electronic

Fax
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Patient Insurance Information

If you require authorization from your insurance and you obtained this authorization, please give:

AGREEMENT FOR SERVICES

1. l understand that | am responsible for payment of co-pays, co-insurance and/or deductibles and that
payment is due when services are rendered.

2. I understand that | am responsible for charges not covered by my insurance or if payment has not been
received from my insurance company within 60 days from the date of service.

3. l understand that | will be charged a minimum of $20 for completion of any forms | request, and this
charge must be pre-paid.

4. | understand that if | fail to give Florida Behavioral Medicine twenty-four (24) hours notice of
cancellation of my appointment, | will be charged the full rate of my appointment.

Date *

Day Month  Year

Assigment of Benefits

| hereby assign to Florida Behavioral Medicine any insurance or other third-party benefits available for
health care services provided. | understand that Florida Behavioral Medicine has the right to refuse or
accept assignment of such benefits. If the benefits are not assigned to Florida Behavioral Medicine by ie
insurance company, | agree to forward to Florida Behavioral Medicine immediately upon receipt all
benefits paid that | receive for services rendered.

Release of Information

| authorize Florida Behavioral Medicine to contact my insurance company or health plan administrator and
obtain all pertinent financial information concerning coverage and payments under my policy. | direct the
insurance company or health plan administrator to release such information to Florida Behavioral
Medicine. | agree that these provisions will remain in effect until | provide written revocation to Florida
Behavioral Medicine.

Privacy Act Statement

We are authorized by CMS, CHAMPUS and OWCP to ask you for information needed in the administration
of the Medicare, CHAMPUS, FECA, and Black Lung programs. Authority to collect information is in
section 205(a), 1862, 1872 and 1874 of the Social Security Act as amended, 42 CFR 41 |.24(a) and 424.5(a)
(6), and 44 USC 3101;41 CFR 101 et seq and 10 USC 1079 and 1086; 5 USC 8101 et seq; and 30 USC 901 et
seq; 38 USC 613; E.O. 9397. The information we obtain to complete claims under these programs is used
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to identify you and to determine your eligibility. It is also used to decide if the services and supplies you
received are covered by these programs and to insure that proper payment is made. The information may
also be given to other providers of services, carriers, intermediaries, medical review boards, health plans,
and other organizations or Federal agencies, for the effective administration of Federal provisions that
require other third parties payers to pay primary to Federal program, and as otherwise necessary to
administer these programs. For example, it may be necessary to disclose information about the benefits
you have used to a hospital or doctor. Additional disclosures are made through routine uses for
information contained in systems of records.

Mailed to the address indicated above:

Hard Copy
Paper

6) REASON FOR DISCLOSURE: | am requesting my PHI to be disclosed for the following purpose:

Tags
Todo

In Progress
Done
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