New Patient Information

Name (Last) (First) - B ML)
@y |
Address g City State Zip

Marital Status ' Sex: M F Employer
—_— .

Birth Date | Age Social Security Number .

Home Phone () . _ Work ()

Closest Relative not living with you ’ Phone ( ) .
- City , __ State___zip

Person Responsible. fo.r Payment ( complete only if different fromi above)

Name Relationship Employer

' Home»Phone( . _Work Phone ()
N ;

Insurance Infbrmation
Name of Primary Insurance : . . _
- Contract # e Group # : __Effective Date .
_ . —_—

- Request for Cornfidentia] Handling of Health Information

Alternate Address :

Alternate Telephone : ' Alternate Telephone _
: . Agreement '

If your insurance company OR health plan requires pre-approval OR referral for your Visit, it is your responsibility to
obtain this referral or YOU will be personally responsible for the bill. I, the undersigncd (patient or legal guardian),
authorize medica] treatment to be rendered by the provider and assume financial responsibility. In the event the account is

Signature of Patient or Reg onsible P : Date
: - N .

If signed by a responsible party, describe that Tepresentative’s authority to act for the patient ' ‘ :
—_—

Info.doc




Rich  _. Azrin, Ph.D. » Cheryl Millsaps A: - . -h.D.
Margaret Smith, LCSW Jeannie Briscoe, LCSW
2018 Brookwood Medical Center Drive
Professional Office Building, Suite # 310 Birmingham AL, 35209
Voice: (205) 329-7815 « Fax (205) 329-781¢

Patient Name: Date of Birth:

Social Sec. # ' Date(s) of requested records:

Lhereby authorize the above providers to obtain and release the protected information specified below.
Please list any restrictions on this release of information . :

Name _ : Phone - Fax -
Address . »

City State Zip
Name | Phone Fax
Address

City State Zip
Name , : Phone Fax
Address

City State - Zip
Name ' Phone o Fax
Address . . _

City State Zip
Name - Phone ' Fax
Address ) ; , .

City - State Zip

e s AN s . Ryiie H ‘_—, TVt _ N
rization was obtaine Yourtevacaterwiltory ie Ztent that T have taken action jp reliance on the oo . _.
authorizatios: or it'this authorization was obtained as a ¢ qit; -y of obtaining insvran... . v, «p 8w the msurer hasa legal right to contest 2 claim.

protected by the HIPAA Privacy Rule.

I hereby release the above freatment/assessment providers and their respective medical staff and office from any and all liability and claims arising out of or
relating to the disclosure and/or release of confidential and/or privileged information.

Informed Consent: [ agree to participate in cvaluation/treatment, and the purpose has been explained to me and/or my guardian/representative,

Name of patient and/or responsible party Signature of patient or responsible party Date




_.........__._—__.._-_--._..__...--._—-._-_--—-_——--___-..--——-------—____......__...__-_.......-....—..-‘__——-._————

Patient Signature: ' Date;: ’




—
Insurance Company: ' |
Date of Caj. Timg: Person from insurance compauj spoke to: o S
Send;‘CIaims to: | 3 - . B S - : ' . |
- If Blue Cross of Alabama: Is there an  EPS or EPX - rider _ - R i

Policy Effective Dage. - ~_ Isthis policy: Primary . Secondary

—

What is the Menta] Health Coverage for psychological or'nem‘opsycholqgical testigg_‘_(_?gl__QQ,_9{,95_,1.12)“ B

TAOTUCR T G Copay s / Deductible amoung §

———

How much of Deductible’Met; ALL or §
Psyého_ therapy: Number of visits 'allbbv'ed'ainmia]'lyi - — - Number useq 3o far: . |

If needed, What are the out of Betwork benefitg? : ,

Medical cp erage:

% of UCR - or Copay § / Deductible amount § How much of Deductible Met- ALL -or $

Notes: : . B |

No If Yes, from which doctor Phone; ‘
.

Referral obtaineg: (numb¢r or who called/date): _ ‘ _
or ,. if insurance won’t gllow 96117

Is Precertificatiop needed for 96117 (neuropsych testing)

————

then check 9610 (psychologica] testing) and 90801 (diagnostic interview)




This notice describes how psychological, psychiatric, and medical information about you may be used and disclosed
and how you can get access to this information. Please review it carefully.

I._Uses and Disclosures for Treatment, Payment and Health Care Operations
I'may use or disclose your protected health information (PHI), for treatment, payment and health care operations
purposes with your consent. To help clarify these terms, here are some definitions:

*  “PHI” refers to information in your health record that could identify you.

*  “Treatment, Payment and Health Care Operations” '

o  Treatment is when I provide, coordinate or manage your health care and other services related to
your health case. An example of treatment would be when [ consult with another health care
provider, such as your family physician or another health care provider.

* Paymen iz whm T in reinburs xment for your healthcave. Examples-of payment are when 1.
disclose your PHI to your health insurer to obtain reimbursement for your health care or to
determine eligibility or coverage, ST

©  Health Care Operations are activities that relate to the performance and operation of my practice.
Examples of health care operations are quality assessment and improvement activities, business-

coordination.
*  “Use” applies only to activities within my [office, clinic, practice group, etc.] such as sharing, employing,
applying, utilizing, examining, and analyzing information that identifies you.
*  “Disclosure” applies to activities outside of my [office, clinic, practice group, etc.], such as releasing,
transferring, or providing access to information about you to other parties.

II. Uses and Disclosures Re uiring Authorization

I may use or disclose PHI for purposes outside of treatment, payment, or health care operations when your appropriate
authorization is obtained. An “authorization” is written permission above and beyond the general consent that permits
only specific disclosures. In those instances when I am asked for information for purposes outside of treatment,
payment or health care operations, I will obtain an authorization from you before releasing this information. [ will also
need to obtain an autkorization before releasing vou Psychotherapy Motes. “Psychotheiapy Notes” are notes I have
made about our conversation durin g a private, group, join, or family counseling session, which I have kept separate
from the rest of your medical record. These notes are given a greater degree of protection than PHL. .

You may revoke all such authorizations (of PHI or Psychotherapy Notes) at any time, provided each
revocation is in writing. You may not revoke an authorization to the extent that (1) I'have previously relied on that
authorization; or (2) if the authorization was obtained as a condition of obtaining insurance coverage, law provides the
insurer the right to contest the claim under the policrr.

II. Uses and Disclosures with Neither Consent nor Authorization
I'may use or disclose PHI without your consent.or authorization in the following circumstances:

*  Child abuse-If I am treating a child and I know or suspect that child to be a victim of child abuse or neglect, I
am required to report the abuse or neglect to a duly constituted authority.

*  Adultand Domestic Abuse-If I have reasonable cause to believe an adult, who is unable to take care of
himself or herself, has been subjected to physical abuse, neglect, exploitation, sexual abuse, or emotional
abuse, I must report this belief to the appropriate authorities. ) '

*  Health Oversight Activities-If my professional state board of examiners is conducting an inquiry into my
practice, then I am required to disclose PHI upon receipt of a subpoena from the Board,

*  Judicial and Administrative Proceeding- ", . e inve . & wwur proceeding and a request is made for
mnformation about your diagnosis and treatment and the records thereof, such information may be privileged
under state law, and I will not release information without the written authorization of You or your legally
appointed representative or a court order. The privilege does not apply when you are being evaluated for a
third party or where the evaluation is court ordered. You will be informed in advance if this is the case.

*  Serious Threat to Health or Safety-I may disclose PHI to the appropriate individuals if I believe in good faith
that the disclosure is necessary to prevent or lessen a serious and imminent threat to the health or safety of
you or another identifiable person(s).

*  Health Research .

*  Worker’s Compensation-I may disclose PHI as authorized by and to the extent necessary to comply with laws
relating to worker’s compensation or other similar programs, established by law, that provide benefits for
work-related injuries or illness without regard to fault ’




PATIENT QUESTIONNAIRE

Full name __ Date:
0 Male; O Femage - Birthdate Marttal status __ Age Race
Address Phone
Occupation Phone
\\\\& _
Other significant contact Phone
—_— —_—

CLINICAL HISTORY

Referredby

Length of time

List problems for which evaluation js sought: '
1. _— —_

2 : —_—
3. . —_—
4. —_—
5. _—
Impairment associated with current problems:

Extremely

[ Notara [ ATitle B | Moderately ™ T Ciuite a it I
o | T ) |
I
I

Revised 05/97 ’ Page |.



{J None

List allclinicians that have evaluated or treated you,

Chnician ' I Heason l Type of treatment Yearandlengt

l
| !
—
| I

~ List prescribed and non- prescrx,bed medications you are presently taklng
Medcation ! Reason Dosage l Cength ortreatmen

i }f A \{

|
l
|
|

1 None

B w

o

CURRENT PE RSONAL CIRCUMSTANCES

Spouse’s name Years together

Age Education Occupation
—_—

Generalrelationship with spouse

Physical or emotional problems

List all persons living inthe household with you:

me Age ’ Heiationship EdGeation f[ Occupation

!
|
?
-
|

O Significantmamalconflicts 0O Mamage
QO Separation 0 Pregnancy
0O Divorce O Birth of chid

O Gain of new family merrber

0O Spouse with emotional difficulties
0 Child leaving horre

0 Death of spouse

Revised 05197 - Page 2.



O Death of close lamily member O Significant confiicts at work

3 Death of close fnend

0O Personal ihjury orillness
O Change in financialstatus
0 Change in residence

0 Losing job
0 Change in job

O Legal problems

O Other stress

Leisureandrecreationalactivities
Religiousaffiliationand practice
Any legal problems ? [ No O Yes. Explain

FAMILY HISTORY

Mother's full name
Age Education Cccupation

General relationship with mother
Health problems orcause of death

Father’s fuj name

Age Education Cccupation
Generalrelationship with father
Health problems or cause of death
Brothers and sisters:
, Age ’ Eduication Occupation I ~ Rélationiship j

L

I — |

Check it any natural parent, 'brother, sister, uncle, aunt,
O rroblems with anxiety or panic attacks

0 Attention deficit/hyperactivity disorder :
a Leaming disabilities O Problems with alcoholor drugs
O Schizophrenia

03 Mental retardation .
0O "Blues”, depressions O Other psychiatric problem

(I Attempted suicide O Tics, seizures or neurologic problem
O Bipolar/Manic depressive iliness O Legai problems

Please describe and indicate relation

Revised 0597 Page 3.



DEVELOPMENTAL AND SOCIAL HISTORY .
O No O Yes

Explain
Wete you bom fullterm 2 O Yes O No. _

What were you like as achild ?

O Affectionate 0O Very sensitive . - 0 Imitable , 0 Moody

O Content -3 Distractible 0 Ovenly active - [0 Aggressive
0 Fearful O Playful 0O Fussy / cranky O Shy

0O Physically- sick 0O Quiet - O Nervous & Obedient

Did you ever experienc.ed‘V¢fbél /physicalabuse 2 g Ng o Yes, ‘Explain

Did you ever expéri‘énced sexual abuse ? 0O No 'O Yes féxpléin

What were you like dukiﬁg;adblescer)ce ? . R
0O Confident 0 Shy . ‘ O Overly active & Happy
1 Defiant

© O Scciable . O Aggressive " O Forgetful
O Irritable - [0 Peaceful '(j.Ex-plésive L - B'Responsible
O Rebeilious v O Depressed O Unconventional” -~ g Moody

List some good th'ings:%ét-'you. What can you do.well ? “Any spéciatitalents ?

el

D PN,

Have you been married rmore than once ? T RSO Y L Dl
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Listallchildren residing away from home or deceased:
[ Name I AgeJ education

]
o l I
| | l

MEDICAL HISTORY AND HABITS

Occupation I Helauonsnip

!
|
1
]

A

r—~——_.—_.-—-_.—b.‘

Fhone

Your physician or family doctor

Are you allergic to medication or anything ? [ No [J Yes. Explain

List all physical problems presently under treatment or observation: Lengthoftime

© N

&

o

Do you have or had any of the foilowing ?
0O Headtrauma

[0 Eye problems O Staring speiis

O Hearing proslems O Seizures [ Asthma

O Speech probiems O Motor/vocal tics [J Liver disease

O Severe headaches 0 Heart troubie O Kidney probiermns

0 Other medical probiem. £xpiain

Have you ever be_:en hospitalized ? O No O Yes. Explain

List surgical operations or injuries: Date occurred Any complications?

-

SRR

Do you have or had any difficulty with drugs/alcohol? O No 0O Yes. Explain

Reviced 08,5~ Poec s,




How much akcohol do you drink on average per week ? . , —
How much coffee ortea do youdrink on average per day ?
How many cigarettes do you smoke per day?

How many years ?

Only for females:

Date of first menstrual period
Are the menstrual periods regular? [J Yes [JNo. Explamn

Date of Jast menstrual period .

Are ydu on blrth control ? 0 Yes OO No. Explain
List of pregnancies and age __
Listof miscarniages/ abortions and age
Problems with pregnarciesordeliveries? [ Yes 0O No. Explain

EDUCATIONAL AND WORK HISTORY

Educational degree and year completed

Oescribe your school performance:;
Grade tevel Academics

Conduct

Elementary Schodl
Middle Schod]
High School
College

Did you pass each grade/year? O Yes O No. Explain

Were you ever enrolledin special services for
O Reading problems

0O Mathematics problems
How did you get along with peers and teachers ?

0O Speech and language disorder
0O EmotionalBehavioral proble ms

Past occupational and military history:
Employer

Years of service

Type of job T position
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